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One significant consequence of oppositional and defiant behavior is an increase in
negative interactions between caregivers and the child exhibiting those behaviors (Greene
& Doyle, 1999). Parent-Child Interaction Therapy (PCIT) is an empirically supported
treatment that targets the development of a nurturing parent-child relationship along with
teaching effective discipline strategies to decrease child noncompliance (BodifordMcNeil & Hembree-Kigin, 2010). The purpose of the present study was to evaluate the
efficacy of PCIT when modified by utilizing strictly in-room coaching. This type of
research would allow for expanded use of this empirically supported treatment into
community agencies and clinics which do not currently have the resources to conduct
traditional PCIT using a one-way mirror and bug-in-the-ear technology. Supporting
previous research, results of the current study revealed a significant decrease in child
oppositional behavior and parent stress (McNeil, Capage, Bahl, & Blanc, 1999; Eyberg,
Boggs, & Algina, 1995; Schuhmann et al., 1998). Improvements were also seen in
differing dimensions of the parenting relationship, an area not frequently assessed in
PCIT research. The current study provides initial empirical support for the use of inroom coaching with PCIT.
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CHAPTER I
INTRODUCTION
Oppositional Defiant Disorder (ODD) is defined as a recurrent pattern of
negative, disobedient, and defiant behavior directed toward authority figures, usually
becoming evident prior to age 8 (APA, 2000). Problematic behaviors that characterize
ODD include tantrums, noncompliance, defiance, and argumentativeness. These
negative behaviors are often seen through a child’s resistance to directives and limittesting. This behavior most commonly occurs in the home (but can also occur in school
or in the community) and is more frequent during interactions in which the child is very
familiar with the person they were engaging (e.g., parents, siblings). The prevalence of
ODD is estimated to be between 2% and 16% (APA, 2000). A study by Keenan and
Wakschlag (2000) found that among clinic-referred preschool children from low-income
families, 75% met criteria for ODD according to the DSM-IV. In addition, ODD is a
common antecedent to the development of Conduct Disorder (APA, 2000).
One significant consequence of oppositional and defiant behavior is an increase in
negative interactions between caregivers and the oppositional child (Greene & Doyle,
1999). This connection underscores the importance of targeting the parent-child
relationship as a method of decreasing oppositional behavior. Parent-Child Interaction
Therapy (PCIT) is an empirically supported treatment that targets the development of a
nurturing parent-child relationship along with teaching effective limit setting and
discipline strategies to decrease child noncompliance (Bodiford-McNeil & Hembree-
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Kigin, 2010). PCIT has been found to significantly decrease child oppositional behavior
and to significantly increase positive parent-child interactions (McNeil, Capage, Bahl, &
Blanc, 1999; Eyberg, Boggs, & Algina, 1995; Schuhmann et al., 1998). For example,
Schuhmann et al. (1998) found that parents who were participants in a PCIT treatment
group interacted more positively with their children and also had greater levels of
compliance from their children compared to the wait-list control group. The results have
been demonstrated to generalize to the school setting, to untreated siblings, and are
maintained across time (Brestan, Eyberg, Boggs, & Algina, 1997; Eyberg et al., 2001;
Funderbunk et al., 1998; Hood & Eyberg, 2003; McNeil et al., 1991; Nixon, Sweeney,
Erickson, & Touyz, 2004).
Theoretical Foundations of PCIT

PCIT originated from the integration of several important theories in the history
of psychology. These theories include child developmental theory, attachment theory,
social learning theory, and operant theory. Baumrind’s developmental theory (1967)
provides a strong foundation for PCIT. The theory addresses two important dimensions
of parenting, including both warmth and control. Warmth characterizes parents who are
responsive to their child’s needs, as well provide a high degree of nurturance. Control is
related to the limits set and the level of demands placed upon the child. From these
important dimensions of parenting, several parenting styles have developed, resulting in
differing outcomes in a wide variety of domains for the child. Based on research with
white middle class families, the optimal type of parenting is authoritative, resulting in
higher levels of educational success and social competency than the other types of
parenting. Authoritative parenting is characterized by both high levels of warmth and
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control (Baumrind, 1967). The goals of PCIT include the development of a high degree
of warmth in the parent-child relationship and the development of consistent
consequences for oppositional behavior.

Both attachment and social learning theories can explain how dysfunctional
parenting practices develop and how dysfunctional parent-child relations were
maintained. Bowlby’s attachment theory (1969) addresses the level of attachment a child
has toward his or her caregivers. Secure attachment develops in homes where the
caregiver provides comfort and protection, is sensitive and emotionally responsive, and
provides a secure base from which to interact with the environment. Furthermore, secure
attachment aids in the development of emotional and behavioral regulation.
Alternatively, children who were ignored or experience inconsistent or critical parenting
were more likely to develop insecure attachment. Insecurely attached children were more
likely to develop externalizing behavior problems (Bowlby, 1969). Attachment Theory is
integrated into PCIT thought the establishment of a secure connection and a healthy
attachment between parent and child (Bodiford-McNeil & Hembree-Kigin, 2010).
Social learning theory has influenced the parent-directed phase of treatment.
According to Patterson (1982), disruptive child behavior is maintained through a coercive
cycle of parent-child interaction. Patterson detailed a model in which a parental demand
is followed by oppositional behavior on the part of the child. The oppositional behavior
serves to punish the parent for placing the demand, thereby causing the parent to
withdraw the demand. The withdrawal of the demand negatively reinforces the child’s
oppositional behavior. When the demand is removed the child stops engaging in the
oppositional behavior, resulting in the termination of the oppositional behavior. The
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oppositional behavior seen in these types of interactions tends to escalate over time, with
the child progressing from mild defiance to verbal and physical aggression. PCIT targets
these types of negative interactions by teaching parents to use consistent and effective
strategies when their child is engaging in noncompliant behavior (Bodiford-McNeil &
Hembree-Kigin, 2010).
Hanf (1969) developed a two-stage model addressing the development of
oppositional behavior. The first stage utilizes differential reinforcement to teach parents
to attend to positive behaviors and to ignore negative behaviors. The second stage
teaches parents to provide clear instructions with consistent consequences. PCIT utilizes
both of these techniques as parents were taught to reinforce positive behaviors and to
strategically ignore behaviors parents would like to see decrease.
Goals of PCIT
PCIT consists of two primary phases, Child Directed Interaction (CDI) and
Parent-Directed Interaction (PDI; Hembree-Kigin & McNeil, 2010). The CDI phase
focuses on developing a nurturing relationship between parent and child, and fostering a
secure attachment. CDI functions to improve the child’s self-esteem, teach the child new
ways to manage frustration and anger, and improve the child’s attention and focus. The
PDI phase teaches parents effective limit setting and discipline strategies that decrease
child noncompliance. One distinctive component of PCIT is that a range of behavior
problems were addressed, targeting patterns of interactions rather than discrete behaviors.
PCIT is also a unique treatment in that direct coaching of parent-child interactions is used
to provide parents with an opportunity to practice the skills being taught in PCIT and
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receive direct feedback and coaching. Additionally, weekly assessment data were used to
guide treatment decisions, ensuring parents were seeing improvements in child behavior
prior to progressing to the next phase of treatment (McNeil & Hembree-Kigin, 2010).
Supporting Evidence for PCIT
Two reviews of treatment outcome literature provide evidence supporting the use
of PCIT as an effective treatment for disruptive behavior disorders. In a review by
Eyberg, Nelson, and Boggs (2008), PCIT met the criteria for a probably efficacious
treatment according to the Chambless et al. (1996) criteria. In addition, a review by
Brestan and Eyberg (1998) also established PCIT as a probably efficacious treatment
according to the same guidelines. Studies included in the treatment outcome reviews
found PCIT to be superior to a waitlist control; however, no study conducted to date has
compared PCIT to an alternative treatment or to a placebo treatment condition.
Thomas and Zimmer-Gembeck (2007) conducted a meta-analysis of 13 studies to
evaluate the outcomes of PCIT. PCIT was found to reduce parent reported child behavior
problems. When compared to a wait-list control PCIT was found to have medium to
large effect sizes ranging from .61 to 1.45 for mother reports of negative child behavior.
Greater decreases in child problem behavior were found among PCIT children compared
to nonclinical comparison groups. In addition, large effect sizes were found for positive
classroom behavior and teacher reports of negative behavior ranging from 1.21 to 1.57
when comparing a PCIT sample and a nonclinical sample. Effect sizes ranging from .76
to 5.67 were also found when examining improvements in parenting behavior and
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functioning among parents compared to a wait-list control (Thomas and ZimmerGembeck, 2007).
Multiple studies have found that PCIT yields significant decreases in child
behavior problems and parental stress, as well as increases in child compliance and
improvement in parent-child interaction (Eyberg, Boggs, & Algina, 1995; McNeil,
Capage, Bahl, & Blanc, 1999; Nixon, Sweeney, Erickson, & Touyz, 2003; Schuhmann et
al., 1998). Eyberg, Boggs, and Algina (1995) found that child behavior problem ratings
and parental stress ratings fell into the non-clinical range among a group of families with
children displaying child behavior problems after undergoing PCIT. In addition,
mother’s verbalization of praise rose from 2% pre-treatment to 23% post-treatment and
parent negative talk fell from 6% to 1%.
PCIT research has also demonstrated long-term maintenance of treatment effects
of up to 6 years (Boggs et al., 2004; Eyberg et al., 2001; Hood and Eyberg, 2003; Nixon,
Sweeney, Erickson, & Touyz, 2003; Nixon, Sweeney, Erickson, & Touyz, 2004;
Schuhmann et al., 1998). Hood and Eyberg (2003) found that following treatment,
children not only maintained their gains but also showed continuing behavioral gains
with time. The mothers’ confidence in their ability to control their child’s behavior was
also maintained over the long-term follow-up period. Strong predictors of long-term
outcome were the ratings of child behavior reported at post-treatment assessment and
length of time since treatment. These results support the long-term effectiveness of PCIT
up to 6 years after treatment.
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High levels of satisfaction with both the content and the process of PCIT have
also reported by the parents undergoing PCIT (Schuhmann et al., 1998). For those
completing treatment, consistently better outcomes in positive child behavior change and
lower levels of parental stress have been found to be maintained as long as1 to 3 years
later (Boggs et al., 2004). Alternatively, families who drop out of treatment have been
found to make little change in disruptive child behavior (Boggs et al., 2004). Werba,
Eyberg, Boggs, and Algina (2006) investigated variables related to predicting outcome in
PCIT. For treatment participants, maternal ratings of parenting stress and inappropriate
parenting behavior (e.g., criticism and sarcasm) during parent-child interactions were
significant predictors of treatment outcome. Higher ratings of parenting stress and high
levels of inappropriate parenting behavior were significant predictors of treatment
dropout.
Possible Factors Impeding Dissemination
PCIT is conducted utilizing direct coaching of the parent-child interaction during
therapy sessions. The therapist is in an observation room behind a one-way mirror
providing live coaching in the use of the skills for the specific phase via a bug-in-the-ear
device (McNeil & Hembree-Kigin, 2010). Conducting PCIT in its manualized form
requires a significant investment with regard to the specialized space and equipment that
PCIT requires. Required equipment and technology includes a one-way-mirror, bug-inthe-ear devices, and training to implement PCIT. The significant cost of one-way-mirror
and bug-in-the-ear technology is a drawback for some facilities that wish to implement
PCIT, but do not have the resources to pay upwards of $14,000 to start-up PCIT in
combined technology and training (McNeil & Hembree-Kigin, 2010). The cost of
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receiving PCIT training is high, as well as the lost billable hours while staff receives the
approximately 56 hours of training required. An alternative that is sometimes used in
facilities conducting PCIT without a one-way mirror is using video monitoring where the
therapist coaches from another room while viewing a real-time video feed (McNeil &
Hembree-Kigin, 2010). As with the one-way mirror, this option still requires a monetary
investment in video equipment that may be difficult for community practitioners to
afford.
These costs often impede community clinics from being able to provide these
services. This means that standard coaching may not be feasible in real world settings.
One viable option that has yet to be researched within the context of PCIT is the use of
in-room coaching. When using in-room coaching the therapist coaches the parent while
being directly in the room with the parent and child during their PCIT sessions. The
therapist coaches in the same manner as with traditional PCIT, but the therapist stands
behind the parent and provides live coaching and feedback in the room. If in-room
coaching with PCIT is equally effective as coaching from behind a one-way mirror,
continued dissemination of PCIT could be facilitated by being able to avoid some of the
significant cost of that traditional PCIT requires in technology and equipment required.
Additional research on in-room coaching must be conducted to determine if some of
these start-up costs could be off set. Continued dissemination of PCIT relies partly on the
success with which the treatment can be utilized within community-based settings, which
often means conducting PCIT in clinics that may not have one-way mirror or video
monitoring technology.
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Child Reactivity
One potential issue with conducting coaching in the room, whether it is in the
home or in the clinic, is child reactivity to the therapist. Masse and McNeil (2008) have
addressed the issue of child reactivity when the therapist conducts coding and coaching
for PCIT in the same room as the session is taking place. Reactivity is more likely to
occur during initial coaching sessions. Some children may want to talk to the therapist,
while other children may become increasingly shy and more reserved than normal. It is
recommended that the therapist provide instructions at the beginning of the session to the
child, stating that the therapist will not be able to speak with the child until the coaching
session ends (Masse in McNeil & Hembree-Kigin, 2011). This approach is often useful
in reducing in-session interactions between the therapist and the child. The therapist can
then ignore any attempt by the child to communicate to eliminate future attempts to
interact with the therapist during the session (Masse & McNeil, 2008).
Home-Based PCIT
Several studies have investigated PCIT implemented in community-based or
home-based settings. Ware, McNeil, Masse, and Stevens (2008) investigated the efficacy
of the use of PCIT in the home environment. Because PCIT was conducted in the home
environment, in-room coaching was used in this study. Children in the study met criteria
for significant behavior problems according to the Child Behavior Checklist (Achenbach
& Rescorla 2000, 2001). A study involving five participants utilized an A/B design
across subjects with staggered baselines assessing for levels of child compliance,
behavior problems, and caregiver behavior. Of the three families who completed
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treatment, each of the families experienced a significant decrease in caregiver use of
negative behavior and a significant decrease in child behavior problems (to within normal
limits). Increases in child compliance were seen in all three families, with maintenance
of child compliance at a one-month follow-up. Increases in caregiver use of positive
behavior and contingent praise were also significant. All three dyads reported high levels
of treatment satisfaction with the intervention (Ware, McNeil, Masse, & Stevens, 2008).
A study by Lanier and colleagues (2011) investigated the efficacy of PCIT
conducted in a community based setting. Thirty-seven families chose to enroll in either
home-based PCIT or office-based PCIT. Those enrolled in the home-based PCIT
condition underwent PCIT that utilized in-room coaching. Results demonstrated
decreases in child behavior problems as well as decreases in parent stress in both
treatment groups. More rapid improvements were found in the office-based PCIT group
in levels of parent stress compared to that of the home-based group. The same trend in
rapid rate of improvement was not found for child behavior problems, where rates of
improvement were the same regardless of setting. This community-based setting was
equipped with a one-way mirror and bug-in-the-ear technology, assisting in the level of
fidelity with which the therapists were able to comply with PCIT in its manualized form.
The results of this study show that similar rates of behavioral improvement can occur
when PCIT is conducted in a home-based setting by community practitioners. One
confound of this study was that participants were allowed to self-select whether they
were assigned to the home-based or office-based treatment group. The selection of the
treatment group could have altered treatment effects.
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A study by Timmer, Zebell, Culver, and Urquiza (2010) investigated whether
adding an in-home component to clinic delivered PCIT would increase rates of skill
acquisition and assist in generating greater improvements in child behavior and parent
stress. Families were assigned to a group in which they received PCIT coaching in the
home in addition to clinic-based session compared to a group that received only socially
supportive feedback in the home in addition to clinic-based sessions.

During in-home

coaching of PCIT, the therapist would sit behind the parent and to one side, giving
feedback and directions that the therapist would normally give during coaching received
in the clinic. Results demonstrated that participating in the adjunct home PCIT was
associated with a greater number of positive verbalizations as well as improvements in
parental stress and decreases in ECBI problem scores.
Since researchers have started to investigate the effectiveness of PCIT in the
home it becomes important to understand what variables may be influencing the outcome
of home-based PCIT. Multiple variables were altered from the typical protocol of PCIT
when conducting PCIT in the home, most importantly the coaching which takes place in
the room with the parent and child in their home. In the above studies utilizing homebased PCIT, researchers did not investigate the effects of in-room coaching specifically.
To date, researchers have not investigated the efficacy of PCIT when coaching takes
place in the room in the clinic setting. This is an important factor to understand if we
were to continue to attempt to disseminate PCIT in a home-based setting. By examining
the effects of in-room coaching on the behavioral and observational outcomes of PCIT in
a clinic setting, researchers would be better able to understand what will and will not
make PCIT effective in other settings. If in-room coaching is as effective as coaching
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from behind a one-way mirror, in-room coaching could be an alternative to community
mental health providers who do not have access to the technology needed for PCIT.
Summary
PCIT is not a unique treatment in that it focuses on improving parent-child
interaction and teaches effective discipline techniques (Timmer, Zebell, Culver, &
Urquiza, 2010). PCIT is unique in that it teaches these skills through direct coaching
during parent-child interactions. During PCIT parents are coached to modify their verbal
behavior toward their child as well as to alter their overt behavior toward the child. This
change in communication style with the child is posited to cause change in behavior
(Timmer, Zebell, Culver, & Urquiza, 2010).
Because PCIT is so strongly tied to direct coaching of behavior, it becomes
necessary to determine the most effective approaches to coaching, whether it be coaching
from behind a one-way mirror via a bug in the ear device or coaching in the room with
the parent and child. According to author’s knowledge, to date, no research has been
published investigating the efficacy of PCIT when modified by using in-room coaching
in a clinic setting. In-room coaching would allow for more community agencies without
the resources for a one-way mirror or video monitoring equipment to practice PCIT.
Additionally, determining the efficacy of in-room coaching will also lend additional
support to the application of PCIT in the homes of clients.
Purpose
The purpose of the present study was to evaluate the efficacy of PCIT when
modified by utilizing strictly in-room coaching. It was hypothesized that parents would
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report a significant decrease in child oppositional and disruptive behavior, a significant
decrease in ratings of parent stress, and a significant increase in child compliance
compared to pre-treatment measures. Additionally, it was hypothesized that parents
would report a significant improvement compared to pre-treatment in variables related to
the parenting relationship including attachment, communication, discipline practices,
parental involvement in child activities, parenting confidence, parental satisfaction with
the child’s school, and relational frustration compared to pre-treatment scores.
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CHAPTER II
METHOD
Participants
Tables 1 and 2 contain child and parent demographic characteristics. Participants
who completed treatment included seven parents and their four children. Children ranged
in age from 4 to 6. No children were taking psychotropic medications to manage
behavior, impulsivity, or inattention during the study. Three sets of parents completed
the study (participants 2 and 3; participants 4 and 5; participants 6 and 7). Parents were
four biological mothers, two biological fathers, one step-father, and one great aunt. The
majority of parents were married (6/7). Minimum education level was high school
graduation, with a majority of parents completing a two to four years of college. Six of
the parents were employed at least part-time and one parent was unemployed. Parents
ranged in age from 30 to 60, with an average age of 40.86. Parents were predominantly
Caucasian (5/7), as well as one African American parent and one Asian American parent.
Table 1
Participant Demographics - Treatment Completers
Participant
1
2
3
4

Parent
1A
2A, 2B
3A, 3B
4A, 4B

Age
6
5
5
4

Gender
Female
Male
Male
Male

Grade
Kindergarten
Kindergarten
Pre-School
Pre-School

Ethnicity
African American
Caucasian
Caucasian
Biracial
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Table 2
Parent Demographics – Treatment Completers

Parent

Age

Gender

1A
2A
2B
3A
3B

60
36
30
32
39

Female
Female
Male
Female
Male

4A

42

Female

Ethnicity
African
American
Caucasian
Caucasian
Caucasian
Caucasian
Asian
American

4B

47

Male

Caucasian

Marital
Status

Education Level

Single
Married
Married
Married
Married

High School
College 4 Years
High School
College 2 Years
College 4 Years

Married

College 2 Years

Married

College 4 Years

Household
Income
< 15,000
50,000-74,999
50,000-74,999
50,000-74,999
50,000-74,999
75,000100,000
75,000100,000

Three other parents (and their two children) enrolled in, but did not complete,
treatment. See Tables 3 and 4 for parent and child characteristics of participants who did
not complete treatment. These parents were one biological mother and a set of biological
parents ranging in age from 28-42. One had completed high school and two had
completed 4 years of college. One parent was Caucasian and two parents were African
American. Children of these parents were a male (age 4) and a female (age 7).
Table 3
Participant Demographics - Treatment Drop Outs
Participant
5
6

Parent
5A, 5B
6A

Age
7
4

Gender
Male
Female

Grade
Pre-School
1st Grade

Ethnicity
African American
Caucasian
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Table 4
Parent Participant Demographics – Treatment Drop Outs

Parent

Age

Gender

5A

41

Female

5B
6A

42
28

Male
Female

Ethnicity
African
American
African
American
Caucasian

Marital
Status
Married
Married
Single

Education
Level
College 4
Years
College 4
Years
High School

Household
Income
75,000100,000
75,000100,000
--

Note. -- = information not provided by participant
To be included in the study, parents were required to report an Eyberg Child
Behavior Inventory (ECBI; Eyberg & Pincus, 1999) Intensity Score in the clinical range
(i.e., raw score 131; 60T). Additionally, at the time of enrollment and for the duration of
the study, the child and family could not participate in psychotherapy related to the
treatment of disruptive behavior problems, play therapy, or parent training courses or
workshops. Concurrent enrollment in therapy related to other mental health issues was
allowed as long at the concurrent treatment did not target the child’s oppositional
behavior (e.g., treatment of depressive symptoms). Parents consented to withhold these
treatments for the duration of participation in the study.
Participants were excluded from the study if they presented with prior diagnoses
of post-traumatic stress disorder, autism spectrum disorders, mental retardation, or major
sensory impairment (e.g., hearing impairment, visual impairment). Children taking
psychotropic medication (e.g., stimulant medication for symptoms of AttentionDeficit/Hyperactivity Disorder) were excluded if they had not been stabilized on their
current medication and dosage for a minimum of four weeks at the time of the initial
assessment session. Referrals to appropriate community service providers were provided
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to families who did not meet the inclusion criteria. Aside from receiving free treatment,
no incentives were provided for participation in the study. See Figure 1 for a flow chart
of the participant recruitment process.
Figure 1.
Participant Flow
Assessed for
Eligibility Via Phone
(n=16)

Assessed for
Eligibility at Clinic
(n = 12)

Enrolled (n = 10)

Excluded (n=4)
Current use of stimulant
or psychotropic
medication (n=2)
Developmental/
Intellectual Impairment
(n=2)

Failed to meet ECBI
criteria (n=2)

Lost during baseline
assessment (n=2)
Lost after CDI1 (n=1)

Analyzed (n=7)

Recruitment and Assessment
Participants were recruited and referred through four day care providers, three
mental health care providers, and three primary care physicians in southwest Michigan.
Providers were notified of a free treatment for children with disruptive behavior
problems. Following referral, participants were contacted by telephone and a brief
screening interview was conducted to rule out families who do not meet inclusion
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criteria. If the family appeared to meet inclusion criteria following the screening, they
were invited to participate in an assessment interview. At the beginning of the interview,
participants were provided with information about the study and were invited to
participate. Written consent was obtained from the parent and verbal assent was obtained
from the children. During the assessment interview the ECBI was administered. If the
EBCI Intensity score was in the elevated range, the family completed the remaining
assessments for the pre-treatment assessment including the Child Behavior Checklist
(CBCL; Achenbach & Rescorla, 2000, 2001), Parenting Relationship Questionnaire
(PRQ; Kamphaus & Reynolds, 2006), and Parenting Stress Index/Short Form (PSI-SF;
Abidin, 1995). In addition, the parent was videotaped completing a 20 minute play
session with his or her child for the purpose of scoring the Dyadic Parent-Child
Interaction Coding System (DPICS; Eyberg, Nelson, Duke & Boggs, 2004). Following
the pre-treatment assessment, families were enrolled in treatment.
Throughout treatment, parents completed an ECBI at the beginning of each
session to determine rate of behavior improvement throughout treatment. In addition, the
Session Attitude Inventory was completed at the end of each session to determine levels
of parent satisfaction on a session-by-session basis. At mid-treatment (i.e., at the
beginning of the teaching session for Parent Directed Interaction), the ECBI, CBCL,
PRQ, PSI-SF, Therapy Attitude Inventory (TAI; Brestan, Jacobs, Rayfield, & Eyberg,
1999), and Client Satisfaction Questionnaire (CSQ; Larsen, Attkisson, Hargreaves, &
Nguyen, 1979) were administered. Post-Treatment assessments were conducted one
week following the final Parent Directed Interaction (PDI) session using the same
measures as during the mid-treatment assessment. A follow-up assessment using the
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same measures was conducted 1 month following the post-treatment assessment session.
All pre-treatment, mid-treatment, post-treatment, and follow-up assessment sessions took
place in a university outpatient psychology training clinic in Kalamazoo, Michigan and
were conducted by a doctoral candidate in clinical psychology. Assessment at follow-up
was conducted in the outpatient psychology training clinic or via mail. The current study
was approved by the Human Subjects Institutional Review Board (HSIRB) at Western
Michigan University on December 6, 2012 (HSIRB Project Number: 12-11-11).
Experimental Research Design
The impact of PCIT on parent report of problem behavior, parental stress,
observed parent-child interactions and observed child disruptive behavior was evaluated
in the context of a natural multiple baseline across participants design (Hayes, Barlow, &
Nelson-Gray, 1999). Dependent variables included parent report of (a) child disruptive
behavior, (b) parenting relationship, (c) parenting stress, and direct observation of (d)
positive parent behaviors, (e) parent negative behaviors, and (f) child disruptive behavior.
After enrollment in the study took place, the ECBI was administered as a baseline
assessment of the child’s disruptive behavior via a weekly phone call. Participants’ entry
into treatment was staggered, meaning that treatment began after the completion of a
minimum of three, four or five baseline assessments. Duration of the baseline condition
was determined via random assignment. Participants were assigned to a baseline
condition according to a random number drawing.
Following baseline, the ECBI was administered on a weekly basis prior to each
treatment session for the duration of treatment. In addition, DPICS observations were
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coded based on five minute videotaped play interactions that took place at the beginning
of each treatment session (excluding CDI and PDI Teach session where no coding takes
place). Mid-treatment assessment was conducted prior to transitioning into PDI, in which
all dependent measures (i.e., ECBI, PRQ, CBCL, PSI/SF, and DPICS) were completed.
All dependent measures completed at the pre-treatment assessment (i.e., ECBI, PRQ,
CBCL, PSI/SF, and DPICS) with the addition of the TAI and CSQ were completed again
at post-treatment assessment and one month follow-up.
Dependent Measures
Parent Report Measures
Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999). The ECBI is a
36-item parent-rating scale measuring disruptive behavior among children between the
ages of 2 and 18. The ECBI has two scales, an Intensity Scale and a Problem Scale. The
ECBI Intensity Scale provides a measure of the frequency with which a variety of
disruptive behaviors occurs. The ECBI Problem Scale is a measure of the degree to
which specific disruptive behaviors were problematic from the parent’s perspective. The
ECBI was standardized in 1980 utilizing a sample of 512 parents of children ages 2 to 12
(Robinson, Eyberg, Ross, 1980). A T-score of greater than or equal to 60 is indicative of
behavior falling into the clinical range according to the ECBI (M=50, SD=10). Testretest reliability is .80 for the Intensity Scale and .85 for the Problem Scale over 12 weeks
and .75 for both Scales across 10 months (Funderburk, Eyberg, Rich, & Behar, 2003).
Concurrent validity of the ECBI has also been demonstrated with the Preschool Behavior
Questionnaire Parent Version (PBQ-P). A correlation of r (73) =.53, p < .0001 was
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found between the ECBI Intensity Score and the PBQ-P Total Score (Funderburk,
Eyberg, Rich, & Behar, 2003). An EBCI was administered at each pre-treatment, midtreatment, post-treatment, and follow-up assessment, as well as at each Child Directed
Interaction and Parent Directed Interaction session.
Child Behavior Checklist for 1 ½ to 5 Year Olds; Child Behavior Checklist for
Ages 6-18 (CBCL; Achenbach & Rescorla, 2000, 2001). The CBCL is a 99-item parentrating scale of general childhood psychopathology. The measure provides ratings of a
child’s externalizing behavior (e.g., Rule Breaking Behavior, Aggressive Behavior,
Social Problems) and internalizing behavior (e.g., Anxious/Depressed,
Withdrawn/Depressed, Somatic Complaints, Thought Problems, Attentions Problems).
Parent ratings then yield an overall score for Internalizing, Externalizing, and a Total
score. The CBCL was originally standardized utilizing a sample of 1,752 parents of
children ages 6 to 18 (Achenbach & Rescorla, 2000). A T-score of greater than or equal
to 60 falls indicates behavior falling into the clinical range (M=50, SD=10). One week
test-retest reliability was .92 for the Externalizing Scale and .94 for the Total Problems
Scale for the CBCL/6-18. One week test-retest reliability was .87 for the Externalizing
Scale and .90 for the Total Problems Scale for the CBCL/1.5-5 (Achenbach & Rescorla,
2000). Mother-father interrater reliability was .67 for the Externalizing Scale and .65 for
the Total Problems scale (Achenbach & Rescorla, 2000). The CBCL was administered
at pre-treatment, mid-treatment, post-treatment, and follow-up.
Parenting Relationship Questionnaire (PRQ; Kamphaus & Reynolds, 2006). The
PRQ has two forms, the Parent Relationship Questionnaire – Preschool (PRQ-P) and the
Parent Parenting Relationship Questionnaire – Child and Adolescent (PRQ-CA). The
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PRQ-P is a 45-item self-report measure of a parent’s perspective of the parent-child
relationship for children ages 2-5. The PRQ-CA is a 71 item parent self-report scale for
children and adolescents ages 2-18. The PRQ provides a measure of attachment,
communication, discipline practices, involvement, parenting confidence, satisfaction with
school, and relational frustration. See Table 5 for subscale definitions.
Table 5
Parenting Relationship Scale (PRQ) Subscale Definitions
Attachment

Discipline
Practices
Involvement

Parenting
Confidence
Relational
Frustration
Communication
Satisfaction with
School

Affective, cognitive, and behavioral relationship between a parent
and a child that results in feelings of closeness, empathy, and
understanding on the part of the parent for the child
Tendency of a parent to consistently apply consequences or
punishment in response to a child’s misbehavior, along with a
belief that rule establishment and adherence to rules is desirable
Extent to which the parent and child participate together in a
variety of common activities, along with the parent’s knowledge
of the child’s activities
Comfort, control, and confidence of the parent when actively
involved in the parenting process and when making parenting
decisions
Level of stress or distress in relating to and controlling the
behavior and affect of the child, along with the tendency to
overreact and become frustrated in common parenting situations
Quality of information exchanged between the parent and child
and the parent’s listening skills that promote a trusting relationship
Parent’s belief that the school is doing a good job of meeting the
child’s educational and emotional needs

Note. As referenced in Kamphaus and Reynolds (2006)

Measures of validity were also provided via the F Index (measuring excessive
negativity about the parent-child relationship) and the D Index (measuring excessive
positivity about the parent-child relationship). The PRQ was standardized in 2006,
utilizing a racially diverse sample of 4,130 parents of children ages 2 to 18 (Kamphaus &
Reynolds, 2006). A T-score of greater than or equal to 60 indicates behavior falling into
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the clinical range (M=50, SD=10). The PRQ-A has a median internal consistency of .83
and the PRQ-CA has a median internal consistency of .85. Test-retest reliability for the
PRQ-A is .82 and .76 for the PRQ-CA. The PRQ-P was found to have a correlation of
.47 with the Parenting Stress Index (PSI) Total Stress Scale and the PRQ-CA was found
to have a correlation of .67 with the PSI (Kamphaus & Reynolds, 2006). The PRQ was
administered at pre-treatment, mid-treatment, post-treatment, and follow-up.
Parenting Stress Index-Short Form (PSI-SF; Abidin, 1995). The PSI-SF is a 36item self-report measure of parental stressors and stress level. The PSI-SF provides a
measure of Parental Distress, Parent-Child Dysfunctional Interaction, and Difficult Child.
The PSI was originally standardized in 1995 with a sample of 534 parents of children
ranging from 1 month to 12 years. The sample consisted of predominantly white mothers
and a majority of the sample was 5 years of age or younger (Abidin, 1995). A percentile
ranking of 85% or higher indicates a significant level of parental stress. Percentiles
between 15% and 80% were considered to be within the normal range. Six month testretest reliability is .85, .68, and .78, respectively. Independent research of the validity of
the PSI/SF has not been completed; however, correlations between the PSI/SF and the
PSI have been determined. A subsample of 530 subjects from the normative sample
revealed correlations of .94 between the PSI/SF and PSI Total Stress scores. A
correlation of .92 was found between the PSI/SF Parental Distress Scale and the PSI
Parent Domain and a correlation of .87 was found between the PSI/SF Difficult Child
Scale and the PSI Child Domain (Abidin, 1995). The PSI/SF was administered at pretreatment, mid-treatment, post-treatment, and follow-up.
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Direct Observation Measure
Dyadic Parent-Child Interaction Coding System (DPICS; Eyberg, Nelson, Duke
& Boggs, 2004). The DPICS is a behavioral observation coding system that measures the
quality of parent-child interactions and was developed specifically for PCIT. Three fiveminute standardized play situations were presented to the parent and child, each varying
in the degree of parental control provided. In the first five minutes the child is allowed to
lead the play. In the second five minutes the parent is instructed to direct the play, and in
the third five minutes the parent is instructed to tell the child clean up the toys. During
these observation periods the number of commands, rate of compliance with commands,
questions, and criticisms were recorded. In addition, baseline levels of PRIDE skills
(praise, reflection, imitation, behavior descriptions, and enthusiasm) were collected
(Bodiford-McNeil & Hembree-Kigin, 2010). Adequate to strong interrater reliability has
been found for all DPICS categories (.54 to .99) (Eyberg et al., 2004). DPICS coders
were graduate students in clinical psychology. Coders were trained prior to the onset of
coding and were trained to 90% agreement. A DPICS observation was conducted at each
pre-treatment, mid-treatment, post-treatment, and follow-up assessment, as well as at
each Child Directed Interaction and Parent Directed Interaction coaching session.
Participant Satisfaction Measures
Therapy Attitude Inventory (TAI; Brestan, Jacobs, Rayfield, & Eyberg, 1999)
The TAI is a 10-item parent-report scale of satisfaction with the process and outcome of
therapy. The measure addresses the impact of PCIT on confidence of discipline skills,
quality of parent-child interaction, and overall family adjustment. Each item is rated on a
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1 to 5 scale, where a 1 indicates dissatisfaction with treatment or worsening problems and
a 5 indicates maximum satisfaction with treatment or improvement of problems. The
items were then summed, with a total ranging from between 10 and 50. The TAI has an
internal consistency of .91 and the stability was rated at a .85 across a 4-month period.
External validity has been found to be moderate, with correlations ranging from .36 to .49
with a pre-to-posttreatment difference score on the ECBI (Brestan, Jacobs, Rayfield, &
Eyberg, 1999). The TAI was modified slightly by adding a question at the end of the
questionnaire related to the level of comfortability with the therapist coaching in the
room. The TAI was administered at mid-treatment, post-treatment, and follow-up.
Client Satisfaction Questionnaire (CSQ; Larsen, Attkisson, Hargreaves, &
Nguyen, 1979). The CSQ is an eight-item questionnaire which measures client
satisfaction with treatment. Raters indicate their satisfaction as poor, good, fair, or
excellent for each item. The CSQ has an internal consistency of .93 (Larsen et al., 1979).
The CSQ was administered at mid-treatment, post-treatment, and follow-up.
Session Attitude Inventory (SAI). The SAI is a five-item questionnaire which
measures participant satisfaction on a session-by-session basis. Raters indicated their
satisfaction and comfort level with in-room coaching, amount of new techniques learned,
confidence in using the skills learned, and overall level of effectiveness of the therapist
on a Likert scale. The SAI was administered at each Child Directed Interaction and
Parent Directed Interaction coaching session.
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Treatment Procedures
Participants progressed through the PCIT protocol as outlined by Hembree-Kigin
and McNeil (2010). Sessions ranged from sixty to ninety minutes in duration and were
conducted at the university psychology clinic in Kalamazoo, Michigan. Participants
attended a maximum of 24 sessions. Both the CDI and PDI phases began with a didactic
session that was attended by the therapist and parents only. In the didactic sessions new
parenting skills were presented to the parent. The skills were modeled by the therapist
and then role-played with the therapist and the parents. Handouts detailing the skills
learned in both CDI and PDI were provided to function as an additional point of
reference and review (Hembree-Kigin and McNeil, 2010).
Following each CDI and PDI didactic session, coaching sessions took place based
on the skills discussed during the didactic sessions. During the coaching sessions the
parents used the skills in the therapy room with their child as the therapist provided
verbal feedback. Verbal feedback was provided in accordance with standard PCIT
protocol by the therapist who was sitting in a chair directly behind the parent in the
therapy room.
For both CDI and PDI were specific mastery criteria that the parents were
required meet during the coaching sessions. These criteria were meant to ensure that the
parents acquired the skills and could use them consistently in the therapy room. The
criteria also made it more likely that the parents were able to use the skills proficiently in
the home during designated practice times. Parents were then given daily homework to
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practice PCIT skills during brief play sessions in the home (Hembree-Kigin and McNeil,
2010).
Child Directed Interaction (CDI)
CDI sessions occurred in the context of child-led play therapy sessions, often
called “special time”. The basic rule of CDI is for the parent to follow the child’s lead.
In the CDI phase, PRIDE skills (or “Do Skills”) were taught, along with “Don’t Skills”,
selective ignoring, and strategic attention (Hembree-Kigin and McNeil, 2010). The
PRIDE skills include praise, reflections, imitation, description, and enthusiasm. See
Table 6 for the definition of PRIDE skills.
The “Don’t Skills” include not using criticism, not asking questions, and not using
0commands. Criticisms are avoided because criticisms tell that child what he or she
should not be doing rather than what they should be doing. Criticism also lowers a
child’s self-esteem and causes a negative pattern of interaction. Questioning of the child
should not take place because questions can often be hidden commands and often take
over the lead of the conversation. Commands are avoided because they take over the lead
of the play. Both direct (“Sit down”) and indirect commands (“Would you like to help?”)
should be avoided (Hembree-Kigin and McNeil, 2010). See Table 6 for the definitions of
these behaviors.
During “special time” parents use their PRIDE Skills in a focused manner
directed at child behaviors the parent would like to see occur at a higher frequency. This
focused use of PRIDE skills is known as strategic attention. Essentially, parents were
trained to catch their child “being good” and the PRIDE Skills help to promote an
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increase in those “good” behaviors on the part of the child because those behaviors were
reinforced (Hembree-Kigin and McNeil, 2010).
Table 6
Child Directed Interaction (CDI) Skill Definitions
Praise

Reflection

Imitation

Description

Enthusiasm

Positive Behavior
Questions
Commands
Criticism

Negative
Behavior

Praise compliments a child about his or her behavior. Labeled
praise is used as opposed to unlabeled praise because it allows to
parents to let the child know exactly what the parent likes about
his or her behavior. Labeled praise functions to increase the
occurrence of the behavior that it describes.
Reflection involves the repetition or parapharasing of what the
child says. Reflection allows the child to lead the conversation
and allows the child to feel heard.
Imitation is when parents to do the same thing that the child is
doing. This helps the parent focus on the behavior of the child and
can teach the child to learn how to play well with others.
Description is a running commentary or play-by-play narrative of
the child’s play. These descriptions focus strictly on the child’s
positive behavior. Description aids in holding the child’s attention
to the task at hand and lets the child know that the parent is
focused on the child.
Enthusiasm means that the parent acts in a happy and natural
manner when engaging with the child (e.g., positive touch,
laughter, positive tone of voice). Enthusiasm lets the child know
that the parent is truly interested in the child and having a good
time
Combination of Behavior Descriptions, Reflections, and Labeled
Praise
Questions ask for an answer from the child. Questions can take
over the lead of the conversation and can suggest disapproval.
Commands direct the play and tell the child what to do.
Commands often take over the lead of the play.
Criticism is a negative statement about the child and his or her
actions. Criticisms can lower self esteem and create negative
interaction.
Combination of Questions, Commands, Criticism

Note. As referenced in Hembree-Kigin and McNeil (2010)
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Alternatively, inappropriate behavior of the child is to be ignored by the parent.
Strategic ignoring is used when a behavior takes place that the parent would like to see
decrease. When utilizing strategic ignoring the parent stops play with the child, removes
eye contact, turns their back, and discontinues verbal interaction with the child.
Behaviors that should not be strategically ignored include behaviors that pose a safety
risk, were aggressive, or were destructive (Hembree-Kigin and McNeil, 2010).
Parents were instructed to practice their PRIDE Skills during a 5 minute “special
time” each day in their own homes. Troubleshooting takes place with regard to the types
of toys that were appropriate for special time (e.g., non-violent, non-aggressive, no games
with preset rules), the best location for special time, and the best time to have special
time. A tracking form is provided to the parent to maintain a record of the date, the
activity, and any problems that occurred during special time. Before the parents were
allowed to proceed to PDI, 10 praises, 10 behavior descriptions, and 10 reflections must
take place during a 5 minute observation period during session to demonstrate mastery of
the PRIDE Skills (Hembree-Kigin and McNeil, 2010).
Parent Directed Interaction (PDI)
The PDI phase follows the successful completion of CDI. The PDI phase teaches
parents to use effective instructions, to differentiate between compliance and
noncompliance, and how to use time out. Principles of consistency, predictability, and
follow through were emphasized during the use of PDI procedures (Hembree-Kigin and
McNeil, 2010).
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Parents were first taught how to appropriately give a command to their child.
Commands should be direct rather than indirect. This means that commands should not
be stated as a question (e.g., Would you like to help clean up the toys?”). A direct
command makes it clear that the child is expected to complete a specific task (“Please
hand me the red block.”). Commands should be stated positively, telling the child what
they should be doing rather than what they should not be doing (e.g., Instead of “Stop
running around”, say “Please sit beside me.”). Commands should also be given one at a
time, breaking down complex tasks down into simple age-appropriate steps. Praise
should then take place after the successful completion of each step.
Commands should be specific, telling the child exactly what the parent wants the
child to do. In addition, commands should be age appropriate because if a child does not
understand a command the child will have no chance to successfully comply with the
command. Commands should also be given politely and respectfully. When explaining
the reasoning behind a command, that explanation should only take place before the
command is stated (“We were going to go to the store so you need to pick up your toys”)
or after they were obeyed (“Thank you for picking up your toys, now we can go to the
store.”). Lastly, commands should only be given when necessary and when the parent
has time to follow through with the consequences of the command (time out procedure) if
that command is not obeyed (Hembree-Kigin and McNeil, 2010).
Parents were then taught the five second rule. If the child has not obeyed a
command or has begun to make a move toward completing a command within 5 seconds,
this is considered to be noncompliance with the command. In the best case scenario, the
child follows through with the command and the parent provides immediate enthusiastic
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praise for this compliance. Alternatively, if the child does not comply with the initial
command the parent provides a warning. The parent then counts to five (not aloud, but
counting in their head) and does not say anything else until the five seconds is up. If the
child follows through after the warning, praise is provided. If the child does not follow
through, the parent escorts the child to the time out chair. The child is placed in the time
out chair for 3 minutes, plus 5 seconds of quiet (Hembree-Kigin and McNeil, 2010).
After the three minutes, plus five seconds of quiet have elapsed, the parent
approaches the child and says “You were sitting quietly in the chair. Are you ready to
come back and clean up the Legos?” If the child says “No” or dawdles for longer than 5
seconds the parent says “Ok, stay here until I say you can get off”, and the 3 minute
timing starts over again. If the child says “Yes”, the child is led back to the table, the
parent points to the task without any verbalization and waits for the child to fully comply
with the command. After the child complies with the original command the parent makes
a simple acknowledgement of the follow-through (e.g. “Ok” or “Fine”) and then proceeds
to give another simple command (e.g., “Thank you, now hand me the red crayon.”).
After the child obeys this second command enthusiastic praise is provided (HembreeKigin and McNeil, 2010).
Another component of the time out procedure is the time out room. The time out
room is used when the child gets off the time out chair before he or she is given
permission. The time out room is a form of back-up punishment and is a temporary
procedure that helps the child learn to stay on the time out chair. The first time the child
gets off the chair, place the child back on the chair while saying; “You got off the chair
before I said you could. If you get out of the chair again, you will have to go to the time
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out room. Stay here until I tell you that you can get off.” This time out room warning is
only give one time. After the warning if the child gets off the chair the parent says; “You
got off the chair before I said you could, so you have to go to the time out room.” The
child is placed in the time out room for one minute plus five seconds of quiet. When time
is up, the parent takes the child back to the time out chair and says; “Stay here until I tell
you that you can get off.” The procedure then cycles back to the procedure for the time
out chair. The time out procedure does not end until the child has followed through with
the original instruction (Hembree-Kigin and McNeil, 2010).
The time out chair should not have wheels, should not be overly comfortable,
should not be child-sized, and should be safe (not a stool or folding chair). It should have
a straight back and would ideally be a kitchen or dining room chair. The chair should be
place in a location with little stimulation with no distractions and no access to TV or
radio. The chair may be best placed facing a wall to avoid these potentially reinforcing
distractions. The time out room should be similarly free of potentially enjoyable
activities and should be free of items that could be potentially dangerous to the child
(Hembree-Kigin and McNeil, 2010).
The commands given initially during PDI were simple commands such as;
“Please hand me the red block.” These simple commands were meant aide in providing
initial success for the child and their parent in increasing compliance. Commands
become more difficult as PDI progresses to behaviors that the child has had a history of
noncompliance with in the past (Hembree-Kigin and McNeil, 2010).
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PDI homework is assigned in addition to the 5 minutes of CDI special time that
continues to take place. The PDI practice takes place directly after CDI and lasts 5 to 10
minutes. After becoming fluent in the time out procedure, parents then were instructed to
give 3-5 commands over the course of the day eventually using PDI with any command
given throughout the day (Hembree-Kigin and McNeil, 2010).
PDI also includes the selection of house rules. House rules most often address
behaviors that were aggressive and destructive. These were rules that were set in place,
such as “No hurting”, and once those rules were broken the child is immediately taken to
time out without a warning. These rules were explained to the child ahead of time and
the child is taken to time out every time the child breaks the rule (Hembree-Kigin and
McNeil, 2010).
Finally, PDI addresses how to handle child misbehavior in public places. The
child is told where they were going when they leave the house and how he or she is
expected to act. If there is behavior that the child is likely to engage in, such as
wandering off or whining, the parent can say; “If you don’t stay be me or if you whine,
you will not get to watch TV tonight”. A small behavioral consequence is put in place
prior to the outing which must be followed through with if noncompliance occurs. Praise
should be given when the child is engaging in appropriate public behavior. PDI
strategies such as ignoring and time out should also be used in public as the child
behavior warrants (Hembree-Kigin and McNeil, 2010).
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Therapists
Each family was seen on an individual basis by a doctoral candidate in clinical
psychology who completed a two-semester PCIT Practicum conducted by Dr. Damashek,
who is certified as a PCIT In-House Trainer. The therapists participated in weekly
supervision meetings with Dr. Damashek to review participant progress and to ensure
adherence to the treatment manual. All treatment sessions took place in a university
outpatient psychology training clinic in Kalamazoo, Michigan.
Treatment Integrity and Reliability
PCIT Treatment integrity checklists included in the PCIT treatment manual
outline (Hembree-Kigin and McNeil, 2010) were completed by the therapists following
all treatment sessions. All PCIT sessions were videotaped. Treatment integrity checks
were conducted by independent observers and were obtained for a random selection of
30% of sessions, distributed across all phases of the study. Independent observers who
were graduate students in clinical psychology were trained to conduct treatment integrity
checks. Ratings completed by the therapist and the independent observer were compared
to determine compliance with the treatment manual and internal reliability. Treatment
integrity was computed by dividing the total number of agreements by the total number
of agreements plus disagreements and multiplying by 100. Average agreement on the
PCIT Treatment Integrity Checklist was 92.41% (range 47-100%).
Interobserver agreement data (IOA) were also collected on 30% of DPICS ratings
by an independent observer who is a doctoral student in clinical psychology. IOA on the
DPICS was calculated for each behavior (e.g., labeled praise, criticism). IOA was
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computed by dividing the smaller total frequency of a given behavior by the larger total
frequency of that same behavior and multiplying by 100. Average agreement for
reflections was 87% (range 67-100%) and for behavior descriptions was 84% (range 0100%). Agreement for labeled praise was 87% (range 50-100%). Average agreement
on questions was 76% (range 0-100%) and on commands was 60% (range 0-100%).
Finally, average agreement for criticism was 54% (range 0-100%).
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CHAPTER III
RESULTS
Parents of 12 children contacted the investigator expressing interest in
participating in the study, of those 7 met screening criteria. Six children were eligible to
participate and were enrolled in the study based on pre-treatment assessment criteria.
Four children and their seven parents completed the study. Three of the children had a
set of parents participate and the fourth child had a legal guardian participate. Follow-up
data were collected for three of the children. Two children discontinued treatment
during the baseline assessment and one child discontinued treatment after one CDI
coaching session. Attempts were made to contact drop out participants, but no contact
could be made and reasons for drop-out could not be determined.
The efficacy of PCIT when modified by utilizing strictly in-room coaching was
investigated within the context of a natural multiple baseline across participants design.
Parent report of child problem behavior (ECBI, CBCL), parenting stress (PSI-SF), parent
report of parent-child relationship (PRQ), and observed parent-child interactions (DPICS)
were evaluated. The process of change was evaluated at the individual level using the
ECBI, DPICS, and SAI. Treatment satisfaction was also assessed using the CSQ and
TAI. Clinically significant change on parent report measures was monitored at an
individual level throughout treatment for each participant.

Participant 1
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Figure 2 displays session-by-session ECBI Intensity Scores for participant 1 as
rated by parent 1A. Parent 1A’s rating of pre-treatment ECBI Intensity was well into the
clinical range (T=71). A slight increasing trend was seen at the final baseline assessment,
but a slow decreasing trend was seen through the CDI phase of treatment. Mid-treatment
ECBI Intensity was rated just below the clinical range (T=59). ECBI Intensity scores
fluctuated throughout the PDI phase of treatment, but evidenced a downward trend
ending in the non-clinical range (T=58). End of treatment gains as rated by parent 1A
were maintained at post-treatment (T=57) and follow-up (T=59).
80

75

70

Intensity T-Score

65

60

55

50

45

40

35

Session

Figure 2. Session-by-Session ECBI Intensity T-Scores for Participant 1 - Parent 1A

Figure 3 displays session-by-session ECBI Problem Scores for participant 1 as
rated by parent 1A. ECBI Problem ratings remained steady throughout CDI and PDI
phases of treatment, after a period of slight decline from pre-treatment (T=76) though
baseline assessment (T=71). At the final PDI session ECBI Problem ratings were in the
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non-clinical range (T=56). Treatment gains were maintained at post-treatment (T=58)
and follow-up (T=59) assessment according to parent 1A.
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Figure 3. Session-by-Session ECBI Problem T-Scores for Participant 1 - Parent 1A

Each of parent 1A’s CBCL ratings (Externalizing, Internalizing, Total) were in
the clinical range at pre-treatment, with each rating remaining stable at mid-treatment. At
post-treatment, parent 1A’s Internalizing Score was in the normative range (T=54) and
both the Externalizing and Total Scores were borderline the clinical range (T=61; T=61).
Follow-up CBCL ratings increased back into the clinical range (Externalizing, T=71;
Internalizing, T = 70; Total, T=72). See Table 7 for all CBCL results for parent 1A.

39
Table 7
Participant 1 – CBCL Results

Total
Externalizing
Internalizing

PreTreatment
72
73
71

MidTreatment
73
71
71

PostTreatment
61 (-1.1)
61 (-1.2)
54 (-1.7)

FollowUp
72 (1.1)
71 (1.0)
70 (1.6)

Pre-Treatment to
Follow-up

0.0
-0.2
-0.1

Note. Data are presented in T-scores. M = 50, SD = 10; 60 or greater = clinically
significant. Data in parentheses represent changes in terms of SD units (or z-scores)
from pre-treatment to post-treatment, from post-treatment to follow-up, and from pretreatment to one month follow-up. -- = data were not returned.

PSI-SF ratings according to parent 1A were in the clinical range for Difficult
Child at pre-treatment (86th percentile) and mid-treatment (94th percentile). At posttreatment (78th percentile) and follow-up (82nd percentile), Difficulty Child ratings were
in the normative range. Parent Distress was in the non-clinical range throughout the
study. Parent-Child Dysfunctional Interaction was in the non-clinical range from pretreatment through post-treatment, but climbed just into the clinical range at follow-up
(86th percentile). See Table 8 in for all of parent 1A’s PSI-SF results.
PRQ ratings were in the clinical range for Attachment throughout each phase of
treatment for parent 1A (Pre-Treatment, T=31; Mid-Treatment, T=36; Post-Treatment,
T=31; Follow-Up, T=31). Communication ratings were in the clinical range at pretreatment (T=38), but scores through the duration of the study improved into the
normative range. The School Scale was in the clinical range at mid-treatment (T=38), but
improved into the non-clinical range at both post-treatment and follow-up. All other
PRQ rating scales were in the normative range throughout treatment. See Table 8 for all
PRQ results for parent 1A.

40
Figure 4 displays session-by-session DPICS Scores for parent 1A. Table 9
displays pre-treatment, mid-treatment, post-treatment, and follow-up DPICS data.
DPICS ratings showed a consistent increase in the number of reflections provided
through both the CDI and PDI phases of treatment. During the CDI phase of treatment
parent 1A used an average of 9 reflections per DPICS observation and an average of
14.25 reflections through PDI DPICS observations. The use of labeled praise and
behavior descriptions fluctuated throughout treatment.
Table 8
Participant 1 – PSI-SF and PRQ Results
PreMidTreatment
Treatment
PSI-SF
Total Stress
Parental
Distress
P-CDI
Difficult
Child
PRQ
Attachment
Discipline
Practices
Involvement
Parenting
Confidence
Relational
Frustration
Comm
School

PostTreatment

FollowUp

Pre-Treatment to
Follow-up

0

72

78

46 (-26)

72 (26)

38

68

8 (-30)

22 (14)

-16

76

76

48 (-28)

86 (38)

-10

86

94

78 (-8)

82 (4)

-4

PreTreatment

MidTreatment

PostTreatment

FollowUp

Pre-Treatment to
Follow-up

31

36

31 (0.0)

31 (0.0)

65

50

63 (-0.2)

60 (-0.3)

-0.5

63

65

65 (0.2)

60 (-0.5)

-0.3

50

62

53 (0.3)

53 (0.0)

-0.3

50

45

45 (-0.5)

52 (0.7)

-0.2

38
42

50
38

55 (1.7)
47 (0.5)

47 (-0.8)
49 (0.2)

-0.9
-0.7

0

Note. Data in parentheses represent changes in terms of SD units (or z-scores) from
pre-treatment to post-treatment, post-treatment to follow-up, and from pre-treatment to
one month follow-up. -- = data were not returned.
PSI-SF Note. PSI Data are presented in percentile scores. Percentile 85 or greater =
clinically significant. P-CDI = Parent-Child Dysfunctional Interaction.
PRQ Note. Data are presented in T-scores. M=50, SD=10; Clinically significant scores
for Attachment, Discipline Practices, Involvement, Parenting Confidence, School and
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Communication scales are indicated by T=40 or lower, clinically significant levels on
the Relational Frustration scale are indicated by T=60 or higher. Comm =
Communication.

Table 9
Participant 1 – Parent 1A - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
PreMidPostFollowScenario
Treatment
Treatment
Treatment
Up
Behavior
Descriptions
CDI
1
7 (6)
6 (5)
10 (9)
PDI
0
2 (2)
4 (4)
1 (1)
CU
0
1 (1)
1 (1)
0 (0)
Reflections
CDI
0
6 (6)
11 (11)
9 (9)
PDI
3
5 (2)
4 (1)
2 (-1)
CU
0
0 (0)
0 (0)
0 (0)
Labeled Praise
CDI
0
14 (14)
6 (6)
12 (12)
PDI
0
5 (5)
6 (6)
0 (0)
CU
0
5 (5)
3 (3)
1 (1)
Questions
CDI
5
7 (2)
2 (-3)
2 (-3)
PDI
7
4 (-3)
8 (1)
7 (0)
CU
5
0 (-5)
1 (-4)
0 (-5)
Commands
CDI
9
3 (-6)
6 (-3)
3 (-6)
PDI
3
27 (24)
16 (13)
7 (4)
CU
4
4 (0)
9 (5)
1 (-3)
Criticisms
CDI
2
0 (-2)
0 (-2)
1 (-1)
PDI
2
3 (1)
4 (2)
2 (0)
CU
1
1 (0)
2 (1)
1 (0)
Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up.
For parent 1A, the average number of behavior descriptions per DPICS
observation through CDI was 6 and the average number through PDI increased to 8. The
average number of labeled praises per DPICS observation through CDI was 8.38 and the
average number through PDI was 4.5. A decrease in the number questions posed
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throughout the DPICS observations can be seen as well, with 6.25 occurring on average
through CDI and 1.13 occurring on average through PDI. Parent 1A used few commands
and near zero levels of criticisms through both phases of treatment.

Figure 4. Session-by-Session DPICS Scores for Participant 1 - Parent 1A

Compliance was observed during DPICS observations in the PDI phase of
treatment. See Table 18 for compliance percentages for parent 1A of participant 1.
Participant 1 followed through after an initial command 82% of the time during
observations. A warning was required 25% of the time and during only 3% of commands
given was the time out chair utilized. The child of participant 1 did not have to go to the
time out room during session.
Table 10
Participant 1 - Compliance During PDI DPICS Observations
Compliance After
Compliance After
Compliance After
Compliance After
Initial Command
Chair Warning
Time Out Chair
Time Out Room
72%
25%
3%
0%
Note. Compliance presented in percentages.
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Participant 2
Participant 2 had a two parents participate in the study. Reports from parent 2A
were from the child’s biological mother and reports from parent 2B were from the child’s
step-father. Figure 5 displays session-by-session ECBI Intensity Scores by parent 2A.
According to parent 2A, participant 2’s pre-treatment ECBI Intensity was in the clinical
range (T=75). A slight decreasing trend was noted at the final baseline assessment, with
this trend continuing through CDI into mid-treatment (T=61), post-treatment (T=58), and
follow-up (T=52).
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Figure 5. Session-by-Session ECBI Intensity T-Scores for Participant 2 - Parent 2A

Figure 6 displays session-by-session ECBI Problem Scores according to parent
2A. ECBI Problem ratings from this parent’s perspective declined steadily throughout
treatment as well. Participant 2’s pre-treatment EBCI Problem rating was in the clinical
range (T=80) and remained steady throughout the baseline assessment. Mid-treatment
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(T=72) and post-treatment (T=65) ECBI Problem ratings continued to be in the clinical
range but showed a dramatic decrease compared to pre-treatment. Ratings according to
parent 2A at one month follow-up fell well into the non-clinical range (T=49).
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Figure 6. Session-by-Session ECBI Problem T-Scores for Participant 2 - Parent 2A

Figure 7 displays session-by-session ECBI Intensity Scores for parent 2B of
participant 2. Parent 2B’s pre-treatment ECBI Intensity rating at pre-treatment was in the
clinical range (T=77). A decreasing trend can be seen through the CDI phase of
treatment, with the final CDI session’s ECBI Intensity rating in the non-clinical range
(T=52). At mid-treatment, parent 2B’s ECBI Intensity rating increased back in the
clinical range (T=65), but continued a steady decline back into the normative range at
post-treatment (T=49), and follow-up (T=48). Figure 8 displays session-by-session ECBI
Problem Scores for parent 2B. Interestingly, parent 2B’s ECBI Problem ratings remained
in the clinical range for a large part of treatment including pre-treatment (T=80) and mid-
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treatment (T=67). ECBI Problem ratings did, however, decrease into the normative range
at post-treatment (T=58) and at one month follow-up (T=50).
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Figure 7. Session-by-Session ECBI Intensity T-Scores for Participant 2 - Parent 2B
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Figure 8. Session-by-Session ECBI Problem T-Scores for Participant 2 - Parent 2B

46
Upon examination of participant 2’s CBCL Scales each of the CBCL scales were
rated as being in the clinical range at pre-treatment according to parent 2A (Externalizing,
T=68; Internalizing, T=69; Total, T=70). Slight declines were seen at mid-treatment in
Internalizing (T=62) and Total scores (T=68). An increase in Externalizing rating (T=76)
were seen through the CDI phase of treatment at mid-treatment. At post-treatment parent
2A’s Total rating (T=68) and Internalizing rating (T=65) remained stable, but a dramatic
decrease was evidenced at the one month follow-up for each (Total, T=54; Internalizing,
T=49). See Table 11 for all CBCL results parent 2A.
Table 11
Participant 2 – CBCL Results
Parent 2A

Total
Externalizing
Internalizing

PreTreatment
69
68
71

MidTreatment
62
76
71

PostTreatment
65 (-0.4)
71 (0.3)
54 (-1.7)

Parent 2B
Total
Externalizing
Internalizing

70
69
70

70
76
69

56 (-1.4)
60 (-0.9)
51 (-1.9)

49 (-1.6)
63 (-0.8)
70 (1.6)

Pre-Treatment
to Follow-up
(-2.0)
(-0.5)
-0.1

46 (-1.0)
50 (-1.0)
45 (-0.6)

(-2.4)
(-1.9)
(-2.5)

Follow-Up

Note. Data are presented in T-scores. M = 50, SD = 10; 60 or greater = clinically
significant. Data in parentheses represent changes in terms of SD units (or z-scores)
from pre-treatment to post-treatment, from post-treatment to follow-up, and from pretreatment to one month follow-up. -- = data were not returned.
Each of parent 2B’s CBCL Scales were rated as being in the clinical range at pretreatment (Externalizing, T=69; Internalizing, T=70; Total, T=70). Maintenance or a
slight decline was seen at mid-treatment in Internalizing (T=69) and Total scores (T=70);
however, an increase in Externalizing rating (T=76) occurred at mid-treatment. At post-
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treatment, parent 2B’s Total rating (T=56) and Internalizing ratings (T=51) and
Internalizing rating (T=65) fell into the normative range. Externalizing bordered the
nonclinical range (T=60) at post-treatment. At the one month follow-up all ratings were
in the non-clinical range according to parent 2B. (Total, T=46; Internalizing, T=45;
Externalizing, T=50). See Table 11 for all CBCL results for parent 2B.
According to parent 2A, PSI-SF ratings were in the clinical range for Parent
Distress (88th percentile) and Difficult Child at pre-treatment (86th percentile). Parent
2A’s Total Stress rating (84th percentile) and Parent-Child Dysfunctional Interaction
rating (80th percentile) were bordering the clinical range at pre-treatment. An increase
was seen in Parent Distress, Parent-Child Dysfunctional Interaction, and Total Stress
ratings at mid-treatment, but a decline on the Difficult Child scale (80th percentile) was
reported. Ratings for all PSI-SF scales remained in the clinical range at post-treatment.
At follow-up, however, a decline into the normative range was seen in ratings of Parent
Distress (54th percentile) and Parent-Child Dysfunctional Interaction (58th percentile) was
reported by parent 2A. Difficult Child ratings remained in the clinically significant range
throughout post-treatment (90th percentile) and follow-up (88th percentile). Overall, Total
Stress decreased (70th percentile), but remained in the clinical range due to the elevated
Difficult Child ratings throughout treatment according to parent 2A. See Table 12 for all
parent 2A PSI-SF results.
PSI-SF ratings as reported by parent 2B were in the clinical range for Difficult
Child (96th percentile) and Total Stress (88th percentile). Parent Distress (82nd percentile)
and Parent-Child Dysfunctional Interaction rating (82nd percentile) were bordering the
clinical range at pre-treatment. An increase was seen across all scales at mid-treatment.
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Ratings on all PSI-SF scales decreased at post-treatment, but remained in the clinical
range according to parent 2B. Parent Distress, Parent-Child Dysfunctional Interaction,
and Total Stress ratings at mid-treatment, but a decline on the Difficult Child scale (80th
percentile) was reported. Ratings on the Parent Distress scale remained in the clinical
range at post-treatment (86th percentile) and follow-up (92nd percentile). Parent-Child
Dysfunctional Interaction (78th percentile), Difficult Child (78th percentile), and Total
Stress (78th percentile) ratings declined into the normative range at post-treatment.
Difficult Child ratings remained consistent at follow-up (78th percentile), but ParentChild Dysfunctional Interaction (86th percentile) and Total Stress (86th percentile)
increased just back into the clinical range. See Table 12 for PSI-SF data for parent 2B.
Table 12
Participant 2 - PSI-SF Results

Parent 2A
Total Stress
Parental
Distress
P-CDI
Difficult Child
Parent 2B
Total Stress
Parental
Distress
P-CDI
Difficult Child

PreTreatment

MidTreatment

PostTreatment

FollowUp

Pre-Treatment
to Follow-up

84

90

96 (12)

70 (-26)

(-14)

88

94

96 (12)

54 (-42)

(-34)

80
86

90
80

96 (16)
90 (4)

58 (-38)
88 (-2)

(-22)
-2

88

98

78 (-10)

86 (8)

(-2)

82

96

86 (4)

92 (6)

-10

82
96

92
98

78 (-4)
78 (-18)

86 (8)
78 (0)

-4
(-18)

Note. Data are presented in percentile scores. Percentile 85 or greater = clinically
significant. P-CDI = Parent-Child Dysfunctional Interaction. Data in parentheses
represent changes in terms of SD units (or z-scores) from pre-treatment to post-treatment,
from post-treatment to follow-up, and from pre-treatment to one month follow-up. -- =
data were not returned.
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According to parent 2A, PRQ ratings were in the clinical range for Attachment
throughout each assessment phase (Pre-Treatment, T=37; Mid-Treatment, T=33; PostTreatment, T=39), but rose into the normative rage at the one month follow-up (T=46).
Relational Frustration was rated as being in the clinical range through all phases of
treatment (Pre-Treatment, T=70; Mid-Treatment, T=83; Post-Treatment, T=76), but
declined to near-borderline at follow-up (T=63). Parent 2A’s Parenting confidence was
initially in the non-clinical range at pre-treatment (T=43), but declined into the clinical
range at mid-treatment (T=24) and post-treatment (T=33). Results at follow-up indicated
a rebound into the normative range of functioning (T=46). Discipline Practices and
Involvement were rated as being in the normative range throughout treatment. See Table
13 for all PRQ results for parent 2A.
PRQ ratings were in the clinical range for Attachment throughout each
assessment phase according to parent 2B (Pre-Treatment, T=36; Mid-Treatment, T=36;
Post-Treatment, T=36; Follow-Up, T=38). Relational Frustration was rated as being in
the clinical range through all phases of treatment as well (Pre-Treatment, T=83; MidTreatment, T=77; Post-Treatment, T=65; Follow-Up, T=68). Discipline Practices and
Involvement were rated as being in the normative range throughout treatment as reported
by parent 2B. Parenting Confidence was initially in the non-clinical range at pretreatment (T=42), but declined into the clinical range at mid-treatment (T=35) and posttreatment (T=38). Results at follow-up indicated a rebound into the normative range of
functioning (T=42). See Table 13 for all PRQ results for parent 2B.
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Table 13
Participant 2 - PRQ Results

Parent 2A
Attachment
Discipline
Practices
Involvement
Parenting
Confidence
Relational
Frustration
Parent 2B
Attachment
Discipline
Practices
Involvement
Parenting
Confidence
Relational
Frustration

PreTreatment

MidTreatment

PostTreatment

FollowUp

Pre-Treatment
to Follow-up

37

33

39 (0.2)

46 (0.7)

-0.9

54

52

61 (0.7)

65 (0.4)

-1.1

51

44

42 (-0.9)

49 (0.7)

(-0.2)

43

24

33 (-1.0)

46 (1.3)

-0.3

70

83

76 (0.6)

63 (-1.3)

(-0.7)

36

36

36 (0.0)

38 (0.2)

-0.2

61

59

57 (-0.4)

51 (-0.6)

(-1.0)

45

42

45 (0.0)

42 (-0.3)

(-0.3)

42

35

38 (-0.4)

42 (0.4)

0

83

77

65 (-1.8)

68 (0.3)

(-1.5)

Note. Data are presented in T-scores. M=50, SD=10; Data in parentheses represent
changes in terms of SD units (or z-scores) from pre-treatment to post-treatment, from
post-treatment to follow-up, and from pre-treatment to one month follow-up. -- = data
were not returned. Clinically significant scores for the Attachment, Discipline Practices,
Involvement, and Parenting Confidence scales are indicated by T=40 or lower, while
clinically significant levels on the Relational Frustration scale are indicated by T=60 or
higher.

Table 14 displays pre-treatment, mid-treatment, post-treatment, and follow-up
DPICS data for participant 2. Figure 9 displays session-by-session DPICS Scores for
parent 2A. DPICS ratings showed a consistent increase in the number of behavior
descriptions, reflections and labeled praises throughout CDI. A slight decline in
frequency occurred at the CDI to PDI phase, but a rebound occurred bringing skill use
frequency back to levels which surpassed treatment criteria during PDI DPICS
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observations. Parent 2A had an average number of behavior descriptions during CDI was
11.5 and 13.4 during PDI. There was an average of 13.33 reflections across CDI and an
average of 16 across PDI. Labeled praises also occurred at a high rate, with 9.33 across
CDI and 9.6 across PDI. Behaviors including questions, commands, and criticisms
occurred at low rates throughout treatment.
Table 14
Participant 2, Parent 2A - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
PreMidPostFollowTreatment
Treatment
Treatment
Up
Behavior Descriptions
CDI
0
15 (15)
0 (0)
12 (12)
PDI
0
4 (4)
1 (1)
2 (2)
CU
0
0 (0)
0 (0)
0 (0)
Reflections
CDI
6
20 (14)
11 (5)
19 (13)
PDI
0
6 (6)
3 (3)
0 (0)
CU
0
0 (0)
0 (0)
0 (0)
Labeled Praise
CDI
0
11 (11)
4 (4)
10 (10)
PDI
1
7 (6)
4 (3)
4 (3)
CU
0
1 (1)
2 (2)
2 (2)
Questions
CDI
27
1 (-26)
1 (-26)
1 (-26)
PDI
18
4 (-14)
0 (-18)
2 (-16)
CU
4
0 (-4)
0 (-4)
1 (-3)
Commands
CDI
1
0 (-1)
0 (-1)
5 (-4)
PDI
7
12 (5)
5 (-2)
12 (5)
CU
8
30 (22)
1 (-7)
1 (-7)
Criticisms
CDI
0
0 (-0)
0 (-0)
0 (-0)
PDI
0
0 (-0)
0 (-0)
0 (-0)
CU
0
0 (-0)
0 (-0)
0 (-0)
Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up.
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Figure 9. Session-by-Session DPICS Scores for Participant 2 - Parent 2A

Figure 10 displays session-by-session DPICS Scores and Table 15 displays all
DPICS pre, mid, post, and follow-up assessment results for parent 2B. DPICS ratings
showed a fluctuating frequency of the number of behavior descriptions, reflections and
labeled praises throughout CDI and PDI. The largest increase in skill frequency occurred
with the use of reflections. The average number of behavior descriptions during CDI was
7 and 4.2 during PDI. There was an average of 9.33 reflections across CDI and an
average of 10.4 across PDI while observing parent 2B. Labeled praises occurred at an
average of 5 across CDI and 6.2 across PDI. All other behaviors including questions,
commands, and criticisms occurred at low rates throughout treatment for parent 2B.
Table 15
Participant 2, Parent 2B - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
PreMidPostFollowTreatment
Treatment
Treatment
Up
Behavior Descriptions
CDI
0
12 (12)
2 (2)
7 (7)
PDI
0
1 (1)
0 (0)
0 (0)
CU
0
0 (0)
0 (0)
0 (0)

53
Table 15 – continued
Reflections

Labeled Praise

Questions

Commands

Criticisms

CDI
PDI
CU
CDI
PDI
CU
CDI
PDI
CU
CDI
PDI
CU
CDI
PDI
CU

0
1
1
0
0
0
14
10
0
1
19
6
0
0
0

2 (2)
1 (0)
0 (-1)
1 (1)
2 (2)
0 (0)
0 (-14)
1 (-9)
2 (2)
0 (-1)
13 (-6)
6 (0)
0 (0)
0 (0)
3 (3)

7 (7)
4 (3)
5 (4)
1 (1)
1 (1)
3 (3)
1 (-13)
8 (-2)
7 (7)
1 (0)
12 (-7)
7 (1)
0 (0)
0 (0)
0 (0)

3 (3)
3 (2)
0 (-1)
6 (6)
4 (4)
0 (0)
0 (-14)
7 (-3)
1 (1)
0 (-1)
2 (-17)
1 (-5)
0 (0)
1 (1)
0 (0)

Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up.

Figure 10. Session-by-Session DPICS Scores for Participant 2 – Parent 2B
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Compliance was observed during DPICS observations in the PDI phase of
treatment. See Table 16 for compliance percentages for parent 2A and 2B. For parent
2A, participant 2 followed through after an initial command 62% of the time during
observations. A warning was required 21% of the time and during 7% of commands
given was the time out chair utilized. Participant 2 complied after the use of the time out
room on 10% of commands given for parent 2A. Participant 2 followed through after an
initial command 82% of the time during observations for parent 2B. A warning was
required 11% of the time and during 8% of commands given was the time out chair
utilized. Participant 2 followed through with instructions after the use of the time out
chair, therefore did not require the use of the time out room for parent 2B.
Table 16
Participant 2 - Compliance During PDI DPICS Observations
Compliance After
Compliance After
Compliance After
Compliance After
Initial Command
Chair Warning
Time Out Chair
Time Out Room
Parent 2A
62%
21%
7%
10%
Parent 2B
82%
11%
8%
0%
Note. Compliance presented in percentages.
Participant 3
Figure 11 displays session-by-session ECBI Intensity Scores for participant 3 as
rated by parent 3A. Parent 3A’s pre-treatment ECBI Intensity score at pre-treatment was
in the clinical range (T=65), but a decreasing trend was seen through baseline in (T=49).
ECBI Intensity ratings increased at the first CDI session (T=56) and remained
consistently below the clinical range throughout CDI. Mid-treatment ratings were also in
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the normative range (T=55), continued to be so throughout PDI and remained so at posttreatment (T=53) and follow-up (T=55).
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Figure 11. Session-by-Session ECBI Intensity T-Scores for Participant 3, Parent 3A

Figure 12 displays session-by-session ECBI Problem Scores for parent 3A.
Parent 3A’s ECBI Problem rating was in the clinical range at pre-treatment (T=64) and
remained relatively stable through baseline (T=62). Problem ratings remained consistent
through CDI and into mid-treatment (T=63). At post-treatment (T=58) and at one month
follow-up (T=59), ECBI ratings of problem behavior decreased into the non-clinical
range according to parent 3A.
Figure 13 displays session-by-session ECBI Intensity Scores for parent 3B.
Parent 3B’s pre-treatment ECBI Intensity score at pre-treatment was in the clinical range
(T=70). ECBI Intensity ratings decreased at the first CDI session (T=61) and remained
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consistent through mid-treatment (T=63). Ratings decreased in the clinical range at posttreatment (T=65) and follow-up (T=65).
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Figure 12. Session-by-Session ECBI Problem T-Scores for Participant 3, Parent 3A
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Figure 13. Session-by-Session ECBI Intensity T-Scores for Participant 3, Parent 3B

Figure 14 displays session-by-session ECBI Problem Scores for parent 3B.
Parent 3B’s ECBI Problem rating was in the clinical range at pre-treatment (T=67),
declined slightly through the first several CDI session, and then rebounded to pretreatment levels at mid-treatment (T=67). At post-treatment (T=54) and at one month
follow-up (T=51), ECBI ratings of problem behavior decreased into the non-clinical
range according to parent 3B.
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Figure 14. Session-by-Session ECBI Problem T-Scores for Participant 3, Parent 3B

Parent 3A’s CBCL Scales were rated as being in the borderline clinical range at
pre-treatment (Externalizing, T=59; Internalizing, T=56; Total, T=56). Declines were
seen at mid-treatment in all scales as well (Externalizing, T=51; Internalizing, T=56;
Total, T=51). Treatment gains continued to be reported at post-treatment (Externalizing,
T=48; Internalizing, T=41; Total, T=43) and remained stable at follow-up (Externalizing,
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T=50; Internalizing, T=41; Total, T=42). See Table 17 for all individual level CBCL
results for parent 3A of participant 3.
Parent 3B endorsed CBCL ratings in the clinical range on the Externalizing
(T=67) and Total scales (T=60). Externalizing ratings remained in the clinical range at
mid-treatment (T=61), but declined into the non-clinical range at post-treatment (T=55).
At follow-up, Externalizing ratings increased into the clinical range (T=69). Parent 3B’s
Total CBCL rating was in the normative range at mid-treatment (T=59) and posttreatment (T=53), but increased just into the clinical range at follow-up (T=60). Pretreatment ratings on the Internalizing scale bordered the clinical range (T=58) and
actually increased into the clinical range at mid-treatment (T=60). Internalizing ratings
decreased into the normative range at post-treatment (T=51) and follow-up (T=55). See
Table 17 for all individual level CBCL results for parent 3B.
Table 17
Participant 3 – CBCL Results
Parent 3A

Total
Externalizing
Internalizing

PreTreatment
56
59
56

MidTreatment
51
56
51

PostTreatment
43 (-1.3)
48 (-1.1)
41 (-1.5)

Parent 3B
Total
Externalizing
Internalizing

60
67
58

59
61
60

53 (-0.7)
55 (-1.2)
51 (-0.7)

42 (-0.1)
50 (0.2)
41 (0.0)

Pre-Treatment to
Follow-up
(-1.4)
(-0.9)
(-1.5)

60 (0.7)
69 (1.4)
55 (0.4)

0
-0.2
-0.3

Follow-Up

Note. Data are presented in T-scores. M = 50, SD = 10; 60 or greater = clinically
significant. Data in parentheses represent changes in terms of SD units (or z-scores) from
pre-treatment to post-treatment, from post-treatment to follow-up, and from pre-treatment
to one month follow-up. -- = data were not returned.
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PSI-SF ratings were in the non-clinical range for all scales at pre-treatment
according to parent 3A. At mid-treatment all scales remained in the non-clinical range,
but defensive responding was endorsed for the Parent Distress scale and the Parent-Child
Dysfunctional Interaction scale. At post-treatment all scales remained in the normative
range, but defensive responding was again endorsed for the Parent-Child Dysfunctional
Interaction scale. At follow-up, parent 3A rated all scales to be in the non-clinical range,
but defensive responding was endorsed for the Parent Distress scale. See Table 18 for all
individual level PSI-SF results displayed for parent 3A.
Table 18
Participant 3 - PSI-SF Results

Parent 3A
Total Stress
Parental
Distress
P-CDI
Difficult Child
Parent 3B
Total Stress
Parental
Distress
P-CDI
Difficult Child

PreTreatment

MidTreatment

PostTreatment

Follow-Up

Pre-Treatment to
Follow-up

42

34

28 (-14)

34 (6)

(-8)

20

14

22 (2)

2 (-20)

(-18)

42
68

14
76

14 (-28)
58 (-10)

24 (10)
66 (8)

(-18)
(-2)
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60

30 (-34)

56 (26)

(-8)

38

50

38 (0)

26 (-12)

(-12)

58
82

54
72

24 (-3.4)
40 (-42)

54 (30)
76 (36)

(-4)
(-6)

Note. PSI Data are presented in percentile scores. Percentile 85 or greater = clinically
significant. P-CDI = Parent-Child Dysfunctional Interaction. Data in parentheses
represent changes in terms of SD units (or z-scores) from pre-treatment to post-treatment,
from post-treatment to follow-up, and from pre-treatment to one month follow-up. -- =
data were not returned.

PSI-SF ratings were in the non-clinical range for all scales at pre-treatment and
mid-treatment according to parent 3B. At post-treatment all scales remained in the
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normative range, but defensive responding was endorsed for the Parent-Child
Dysfunctional Interaction scale. At follow-up, all scales were in the non-clinical range,
but defensive responding was endorsed for the Parent Distress scale. See Table 18 for all
individual level PSI-SF results displayed for parent 3B.
PRQ ratings were in the clinical range for Attachment (T=39) and Discipline
Practices (T=39) at pre-treatment according to parent 3A. At mid-treatment, posttreatment, and follow-up ratings for Attachment and Discipline Practices moved in the
normative range. Parent 3A’s ratings of Involvement, Parenting Confidence, and
Relational Frustration were in the in the non-clinical range throughout each assessment
phase of treatment. See Table 19 for all individual level PRQ results for participant 3.
Table 19
Participant 3 – PRQ Results

Parent 3A
Attachment
Discipline
Practices
Involvement
Parenting
Confidence
Relational
Frustration
Parent 3B
Attachment
Discipline
Practices
Involvement
Parenting
Confidence
Relational
Frustration

PreTreatment

MidTreatment

PostTreatment

FollowUp

Pre-Treatment to
Follow-up

39

48

50 (1.1)

50 (0.0)

-1.1

39

52

52 (1.3)

41 (-1.1)

-0.2

63

66

51 (-1.2)

61 (1.0)

(-0.2)

43

52

46 (0.3)

55 (0.9)

-1.2

57

53

57 (0.0)

57 (0.0)

0

44

44

47 (0.3)

47 (0.0)

-0.3

45

45

49 (0.4)

45 (-0.4)

0

52

50

55 (0.3)

42 (-1.3)

(-1.0)

45

45

45 (0.0)

48 (0.3)

-0.3

62

59

59 (-0.3)

59 (0.0)

(-0.3)
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Note. Data are presented in T-scores. M=50, SD=10; Clinically significant scores for the
Attachment, Discipline Practices, Involvement, and Parenting Confidence are indicated
by T=40 or lower, while clinically significant levels on the Relational Frustration scale
are indicated by T=60 or higher. Data in parentheses represent changes in terms of SD
units (or z-scores) from pre-treatment to post-treatment, from post-treatment to followup, and from pre-treatment to one month follow-up. -- = data were not returned.

Figure 15 displays session-by-session DPICS Scores for participant 3 according to
parent 3A. DPICS ratings showed a high level of skill acquisition early on during
treatment for parent 3A. Through 3 sessions of CDI, parent 3A had an average of 15
behavior descriptions and 15 reflections. An average of 10 labeled praises were used
throughout CDI as well. Low levels of neutral and negative behavior were seen
throughout treatment. Zero instances of criticism and commands were recorded. See
Table 20 for all individual level DPICS results for parent 3A. Compliance was not
observed during PDI sessions for this participant 3, as this participant’s ECBI scores had
declined into the normative range following PDI1. DPICS coding does not take place
during the first PDI session per the PCIT protocol.
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Figure 15. Session-by-Session DPICS Scores for Participant 3 – Parent 3A

Table 20
Participant 3 – Parent 3A - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
Pre-Treatment
Mid-Treatment Post-Treatment
Behavior Descriptions CDI
1
9 (8)
6 (5)
PDI
0
4 (4)
1 (1)
CU
0
0 (0)
0 (0)
Reflections CDI
7
11 (4)
17 (10)
PDI
2
11 (9)
2 (0)
CU
0
0 (0)
1 (1)
Labeled Praise CDI
0
10 (10)
17 (17)
PDI
0
6 (6)
8 (8)
CU
1
5 (4)
4 (3)
Questions CDI
20
5 (-15)
1 (-19)
PDI
23
2 (-21)
0 (-23)
CU
3
2 (-1)
0 (-3)
Commands CDI
5
0 (-5)
0 (-5)
PDI
4
7 (3)
12 (8)
CU
3
6 (3)
1 (-2)
Criticisms CDI
0
0 (0)
0 (0)
PDI
0
0 (0)
0 (0)
CU
0
0 (0)
0 (0)
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Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up

Figure 16 displays session-by-session DPICS Scores and Table 21 displays all
pre, mid, post, and follow-up DPICS results for parent 3B. DPICS ratings showed a high
level of skill acquisition early on during treatment for parent 3B. Through 3 sessions of
CDI, parent 3B had an average of 17 behavior descriptions, 12.67 reflections, and 8.33
labeled praises. Behavior descriptions were consistently above the DPICS criteria at each
CDI session and labeled praises were just at or above DPICS criteria as well.

Figure 16. Session-by-Session DPICS Scores for Participant 3 – Parent 3B

Low levels of negative behavior were seen throughout treatment on the part of
parent 3B. Zero instances of criticism and near-zero levels of commands were recorded.
Compliance was not observed during PDI sessions for this participant, as this
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participant’s ECBI scores had declined into the normative range following PDI1. DPICS
coding does not take place during the first PDI session per the PCIT protocol.

Table 21
Participant 3 – Parent 3B - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
Pre-Treatment
Mid-Treatment Post-Treatment
Behavior Descriptions CDI
0
13 (13)
6 (6)
PDI
1
0 (-1)
0 (-1)
CU
0
0 (0)
0 (0)
Reflections CDI
0
11 (11)
4 (4)
PDI
5
7 (2)
4 (-1)
CU
1
0 (-1)
1 (0)
Labeled Praise CDI
0
10 (10)
11 (11)
PDI
1
5 (4)
11 (10)
CU
1
2 (1)
5 (4)
Questions CDI
19
2 (-17)
1 (-18)
PDI
9
0 (-9)
1 (-8)
CU
4
2 (-2)
1 (-3)
Commands CDI
2
0 (-2)
0 (-2)
PDI
22
19 (-3)
6 (-16)
CU
5
5 (0)
2 (-3)
Criticisms CDI
0
0 (0)
0 (0)
PDI
1
0 (-1)
0 (-1)
CU
0
1 (1)
0 (0)
Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up

Participant 4
Figure 17 displays session-by-session ECBI Intensity Scores for parent 4A.
Parent 4A’s pre-treatment ECBI Intensity score at pre-treatment was in the clinical range
(T=65) and remained relatively stable through baseline (T=62). Throughout CDI, ECBI
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Intensity ratings remained in the clinical range, aside from one session during which an
Intensity rating dipped into the non-clinical range. At mid-treatment Intensity ratings fell
into the non-clinical range and continued to decline through post-treatment (T=56).
Figure 18 displays session-by-session ECBI Problem Scores for parent 4A. Parent 4A’s
ECBI Problem rating bordered the clinical range at pre-treatment (T=59) and showed an
increasing trend through baseline (T=75). Ratings remained stable through CDI and into
mid-treatment (T=73). At post-treatment (T=54) parent 4A’s ECBI problem rating
remained in the clinical range (T=69). No follow-up data were returned by this
participant.
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Figure 17. Session-by-Session ECBI Intensity T-Scores for Participant 4 - Parent 4A
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Figure 18. Session-by-Session ECBI Problem T-Scores for Participant 4 - Parent 4A

Figure 19 displays session-by-session ECBI Intensity Scores for parent 4B.
Parent 4B’s pre-treatment ECBI Intensity score at pre-treatment was in the borderline
clinical range (T=58). A steady decline in Intensity ratings can be seen through midtreatment (T=50) all the way through post-treatment (T=44). Figure 20 displays sessionby-session ECBI Problem Scores for parent 4B. Parent 4B’s ECBI Problem rating was in
the clinical range at pre-treatment (T=62) and remained relatively consistent through
mid-treatment (T=60). Ratings declined, aside from one session where a rating increased
through post-treatment (T=49). No follow-up data were returned by this participant.
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Figure 19. Session-by-Session ECBI Intensity T-Scores for Participant 4 - Parent 4B
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Figure 20. Session-by-Session ECBI Problem T-Scores for Participant 4- Parent 4B
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Parent 4A endorsed CBCL ratings in the normative range on all CBCL scales at
pre-treatment, mid-treatment, and post-treatment. Ratings at each phase of assessment
remained relatively stable. No follow-up data were returned by this participant. Parent
4B endorsed CBCL ratings in the normative range on all CBCL scales at pre-treatment,
mid-treatment, and post-treatment. Ratings at each phase of assessment remained
relatively stable. No follow-up data were returned by this participant. See Table 22 for
individual CBCL results for parent 4A and 4B.
Table 22
Participant 4 – CBCL Results
Pre-Treatment

Mid-Treatment

Post-Treatment

Follow-Up

Parent 4A
Total
Externalizing
Internalizing

52
56
47

52
55
45

56 (0.4)
56 (0.0)
53 (0.6)

----

Parent 4B
Total
Externalizing
Internalizing

54
54
49

46
47
45

52 (-0.2)
48 (-0.6)
55 (0.6)

----

Note. Data are presented in T-scores. M = 50, SD = 10; 60 or greater = clinically
significant. Data in parentheses represent changes in terms of SD units (or z-scores)
from pre-treatment to post-treatment. -- = data were not returned.

PSI-SF ratings were in the non-clinical range for all scales at pre-treatment, midtreatment, and post-treatment for both parent 4A and parent 4B. At post-treatment,
Parent Distress and Parent-Child Dysfunctional Interaction remained in the normative
range for parent 4B. Parent 4B did not return all post-treatment for the PSI-SF, resulting
in incomplete data for the Difficult Child and Total scales. No follow-up data were
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returned by parent 4B. See Table 23 for all individual level PSI-SF results displayed for
parent 4A and 4B.
Table 23
Participant 4 – PSI-SF Results
Pre-Treatment

Mid-Treatment

Post-Treatment

Follow-Up

12
14
18
22

60
38
72
62

58 (46)
36 (22)
62 (44)
68 (46)

-----

46
50
28
66

36
36
24
58

-54 (4)
70 (42)
--

-----

Parent 4A
Total Stress
Parental Distress
P-CDI
Difficult Child
Parent 4B
Total Stress
Parental Distress
P-CDI
Difficult Child

Note. PSI Data are presented in percentile scores. Percentile 85 or greater = clinically
significant. P-CDI = Parent-Child Dysfunctional Interaction. Data in parentheses
represent changes in terms of SD units (or z-scores) from pre-treatment to posttreatment. -- = data were not returned.

PRQ ratings were in the clinical range for Involvement (T=32) at pre-treatment
for parent 4A. At mid-treatment, Involvement continued to be in the clinical range
(T=32), but Attachment (T=35) and Parenting Confidence (T=39) decreased into the
clinical range. At post-treatment, Involvement (T=32), Attachment (T=28), and
Parenting Confidence (T=33) remained in the clinical range for parent 4A. Relational
Frustration increased into the clinical range at post-treatment (T=60), but was in the
normative range at pre-treatment (T=53) and post-treatment (T=53). No follow-up data
were returned by parent 4A.
For parent 4B, PRQ ratings were in the clinical range for Attachment (T=36) and
Parenting Confidence (T=38) at pre-treatment. At mid-treatment, Attachment (T=40)
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and Involvement (T=40) were in the clinical range but and Parenting Confidence (T=42)
was bordering the normative range. Parenting Confidence (T=35) as well as Involvement
(T=38) continued to be in the clinical range at post-treatment. Attachment (T=44) was
rated as being improved into the clinical range at post-treatment. Throughout treatment,
Discipline Practices and Relational Frustration were rated as being in the normative range
for parent 4B. No follow-up data were returned by parent 4B. See Table 24 for all
individual level PRQ results for parent 4A and 4B.

Table 24
Participant 4 - PRQ Results
Pre-Treatment

Mid-Treatment

PostTreatment

FollowUp

46
42
32
43
53

35
50
32
39
53

28 (-1.8)
46 (0.4)
32 (0.0)
33 (1.0)
60 (0.7)

------

36
47
47
38
56

40
45
40
42
53

44 (0.8)
49 (0.2)
38 (-0.9)
35 (-0.3)
56 (0.0)

------

Parent 4A
Attachment
Discipline Practices
Involvement
Parenting Confidence
Relational Frustration
Parent 4B
Attachment
Discipline Practices
Involvement
Parenting Confidence
Relational Frustration

Note. Data are presented in T-scores. M=50, SD=10; Clinically significant scores for
the Attachment, Discipline Practices, Involvement, and Parenting Confidence are
indicated by T=40 or lower, while clinically significant levels on the Relational
Frustration scale are indicated by T=60 or higher. Data in parentheses represent
changes in terms of SD units (or z-scores) from pre-treatment to post-treatment. -- =
data were not returned.

71
Figure 21 displays session-by-session DPICS Scores for parent 4A. Through 4
sessions of CDI, parent 4A had an average of 4.5 behavior descriptions, 18.25 reflections,
and 6.75 labeled praises. Parent 4A showed a steady increase in the number of
reflections used throughout CDI. A spike in the frequency of labeled praise can be seen
at CDI 3, but overall this participant had a high level of difficulty meeting DPICS criteria
for positive behavior. A high frequency of questions were asked by parent 4A during
DPICS observations at an average of 14.25 through CDI. Low levels of commands and
criticism were observed. DPICS data during the PDI phase of treatment are not available
for this participant, as the family ended treatment before the PDI session during which
DPICS observations are resumed. See Table 25 for all DPICS results for parent 4A.
Table 25
Participant 4 – Parent 4A - Dyadic Parent-Child Interaction Coding System (DPICS) Scenario Results
Pre-Treatment
Mid-Treatment Post-Treatment
Behavior Descriptions CDI
0
0 (0)
3 (3)
PDI
0
0 (0)
0 (0)
CU
0
0 (0)
0 (0)
Reflections CDI
1
21 (20)
13 (12)
PDI
2
3 (1)
8 (6)
CU
0
0 (0)
0 (0)
Labeled Praise CDI
0
5 (5)
11 (11)
PDI
0
3 (3)
3 (3)
CU
0
3 (3)
2 (2)
Questions CDI
15
8 (-7)
5 (-10)
PDI
28
6 (-22)
2(-26)
CU
4
1 (-3)
1 (-3)
Commands CDI
0
6 (6)
5 (5)
PDI
6
20 (14)
13 (7)
CU
8
4 (-4)
1 (-7)
Criticisms CDI
0
0 (0)
1 (1)
PDI
0
7 (7)
1 (1)
CU
0
1 (1)
0 (0)
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Note. Data are presented in frequency counts per 5-minute observation. Data in
parentheses indicate change from pre-treatment to mid-treatment, from pre-treatment to
post-treatment, and from pre-treatment to follow-up. n/a = not applicable. CDI = Child
Directed Interaction, PDI = Parent Directed Interaction, CU = Clean-up.

Figure 21. Session-by-Session DPICS Scores for Participant 4 - Parent 4A

Table 26 displays all individual level DPICS results for parent 4B. Figure 22
displays session-by-session DPICS Scores for parent 4B. Through 4 sessions of CDI,
parent 4B had an average of 9.25 behavior descriptions, 9 reflections, and 11.25 labeled
praises. Parent 4B showed an increase in the number of behavior descriptions were seen
over the course of CDI, with fluctuating frequency of labeled praises and reflections. An
average of 4.75 questions were asked through CDI DPICS observations. Low levels of
commands and criticism were observed. DPICS data during the PDI phase of treatment
are not available for this participant, as the family ended treatment before the PDI session
during which DPICS observations are resumed.
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Table 26
Participant 4 – Parent 4B - Dyadic Parent-Child Interaction Coding System (DPICS) –
Pre, Mid, Post, and Follow-Up Results
Pre-Treatment
Mid-Treatment Post-Treatment
Behavior Descriptions CDI
0
4 (4)
-PDI
0
1 (1)
-CU
0
0 (0)
-Reflections CDI
1
7 (6)
-PDI
0
0 (0)
-CU
0
2 (2)
-Labeled Praise CDI
0
0 (0)
-PDI
0
4 (4)
-CU
0
1 (1)
-Questions CDI
22
9 (-13)
--

Commands

Criticisms

PDI
CU
CDI
PDI
CU
CDI
PDI
CU

9
9
1
24
17
0
1
0

6 (-3)
2 (-7)
2 (1)
16 (-8)
9
0 (0)
2 (1)
0 (0)

---------

Note. Data are presented in frequency counts per 5-minute observation. Data in parentheses
indicate change from pre-treatment to mid-treatment, from pre-treatment to post-treatment, and
from pre-treatment to follow-up. -- = not available. CDI = Child Directed Interaction, PDI =
Parent Directed Interaction, CU = Clean-up

Figure 22. Session-by-Session DPICS Scores for Participant 4 - Parent 4B
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Follow-Up Measures
Client Satisfaction Questionnaire
Table 27 presents data from participant’s ratings of total satisfaction with services
provided. Across participants, total satisfaction at mid-treatment was an average of 24.83
(SD=3.71). At post-treatment total satisfaction was an average of 26.42 (SD=4.54) and at
follow-up satisfaction was rated at an average of 24.2 (SD=4.60). At the item average
level, participants rated their satisfaction with services at mid-treatment at 2.81, at posttreatment as 3.30, and at follow-up at 3.10 (on a scale of 1 to 4). These ratings reflect
responses in the range rated as “good”. Participant 1 related to the quality of services
provided was rated as near excellent at mid-treatment (3.88), post-treatment (4.0), and
follow-up (3.88). Parent 2A, parent 2B, and parent 3B rated services as between 3 and
3.75 throughout treatment. Parent 3A, parent 4A, and parent 4B overall rating of services
as in the mid-“fair” range to “good” range. See Appendix A for full measure.

Table 27
Client Satisfaction Questionnaire (CSQ) Results
Mid-Treatment
Average Across Participants
24.83 (3.71)

Post-Treatment
26.42 (4.54)

Follow-Up
24.2 (4.60)

Participant
Parent 1A
Parent 2A
Parent 2B
Parent 3A
Parent 3B
Parent 4A
Parent 4B

Post-Treatment
32
30
30
19
26
24
24

Follow-Up
31
24
24
18
24
n/a
n/a

Mid-Treatment
31
27
25
21
n/a
23
22

Note. Data are presented by average across the CSQ measure for mid-treatment, posttreatment, follow-up. CSQ total scores range from 8-32 (maximum score 32). SD = ( ).
n/a = not available
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Therapy Attitude Inventory (TAI)
Table 28 presents data from participant’s attitude toward services provided.
Across participants, total satisfaction at mid-treatment was an average of 40.29
(SD=6.68). At post-treatment total satisfaction was an average of 43.14 (SD=6.04) and at
follow-up satisfaction was rated at an average of 41.71 (SD=7.02). On an item by item
level of analysis, mid-treatment satisfaction was rated on average as 3.66. The posttreatment average was 3.92, and the follow-up average was 3.79. Overall participants
had a positive attitude with regard to the services provided. Level of comfort with inroom coaching was assessed. At mid-treatment, average comfort level was rated as 4.43
and at post-treatment comfort was rated at an average of 4.29. At follow-up comfort with
in-room coaching was rated at 4.20. Overall, participants were somewhat comfortable to
very comfortable with in-room coaching. A rating of 5 would have been a rating of being
very comfortable. See Appendix B for the full measure.

Table 28
Therapy Attitude Inventory (TAI) Results
Mid-Treatment
Average Across Participants
40.29 (6.68)

Post-Treatment
43.14 (6.04)

Follow-Up
43.4 (7.02)

Participant
Parent 1A
Parent 2A
Parent 2B
Parent 3A
Parent 3B
Parent 4A
Parent 4B

Post-Treatment
53
48
44
35
41
38
43

Follow-Up
55
43
41
36
42
n/a
n/a

Mid-Treatment
54
40
40
36
42
36
34

Note. Data are presented by average across the TAI measure for mid-treatment, posttreatment, follow-up. Rating range 11-55 (maximum score = 55). SD = ( ). n/a = not
available

76
Session Attitude Inventory
Table 29 presents data from participant’s attitude toward services provided on a
session-by-session basis. Overall, participants were satisfied with the quality of services
they received and the amount of knowledge gained on a session-by-session basis.
Participants reported an average rating of 4.23 (moderately helpful to very helpful) with
regard to their rating of how helpful the live coaching was during that session.
Participants reported their comfort with in-room coaching on a session-by-session basis
at an average of 4.08 (moderately comfortable). Regarding the amount of information
learned during each session, participants rated their knowledge gained as an average of
3.62 (between a few to several techniques). Confidence in ability to use the skills in a
given session was rated as an average of 4.04 (moderately confident). Lastly, the
effectiveness of the therapist was assessed. Participants reported an average effectiveness
at 4.05 (effective).
Table 29
Session Attitude Inventory (SAI) Results – Average Item Rating Across All Treatment
Sessions
Question 1 Question 2 Question 3 Question 4 Question 5
Average Across
Participants
4.23 (.72)
4.08 (.59)
3.62 (.81)
4.04 (.68)
4.05 (.81)
Participant
Parent 1A
Parent 2A
Parent 2B
Parent 3A
Parent 3B
Parent 4A
Parent 4B

Question 1
5
4.85
4
4
5
3.44
3.33

Question 2
4.85
4.69
3.92
4.5
3.5
3.44
3.67

Question 3
4.95
4
3.67
3.25
4
2.67
2.78

Question 4
4.95
4.16
3.5
4.75
4.25
3.11
3.56

Question 5
5
4.69
3.67
4
4.75
2.78
3.44

Note. Data are presented as a session-by-session average for each item on the SAI
(Rating Range 1-5). SD presented in ( ).
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Drop Outs
Three parents did not complete treatment. Average pre-treatment ratings are
presented here. The parents of participant 5 (parents 5A and 5B) completed the pretreatment assessment. The parent of participant 6 (parent 6A) completed the pretreatment assessment, baseline assessment and 2 CDI sessions. Average ECBI Intensity
scores were 68 (SD=4.58) and average ECBI Problem scores were 73.67 (SD=7.02),
each in the clinically significant range. Total CBCL average was 63.00 (SD=4.58). The
average parent Externalizing rating was 68.67 (SD=5.86) and average Internalizing rating
was 57.00 (SD=6.56). CBCL Total ratings were in the clinical range for each drop out
participant. CBCL Externalizing ratings were in the clinical range for parent 5A and
parent 6A, but not for parent 5B. CBCL Internalizing ratings were in the clinical range
only for parent 6A.
Average parenting stress was rated in the normative range across all PSI-SF
scales. Ratings are reported in percentiles. Parent Distress (M=50.67, SD=25.01),
Parent-Child Dysfunctional Interaction (M=49.33, SD=29.68), Difficult Child (M=67.33,
SD=33.84), and Total Stress (M=43.00, SD=32.53) were each in the average range.
Upon examining individual drop out participant data, parent 6A was the only drop out
participant who rated any of the PSI-SF scales in the clinical range. Parent 6A rated the
Difficult Child (96th percentile) scale as being in the clinical range at pre-treatment.
Regarding the parent-child relationship, drop out participant averages were in the
normative range for the Attachment scale (M=43.00, SD=1.00), the Distressed Parent
scale (M=58.33, SD=7.51), and the Parenting Confidence scale (M=44.67, SD=18.01).
PRQ scales average ratings were in the clinical range for the Involvement scale
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(M=33.67, SD=7.02) and the Relational Frustration scale (M=78.33, SD=21.96). On the
participant level, parent 5A rated Involvement (T=27), Parenting Confidence (T=24), and
Relational Frustration (T=90) in the clinical range. Additionally, parent 5B rated
Involvement (T=33) in the clinical range and parent 6A rated Relational Frustration
(T=92) in the clinical range.
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CHAPTER IV
DISCUSSION
Parent Report of Child Disruptive Behavior
The results of the current study suggest that PCIT modified by the use of in-room
coaching was effective in reducing parent report of child disruptive behavior according to
the CBCL and ECBI. ECBI Intensity and Problem scores improved into the normative
range at post-treatment for nearly all participants. These treatment gains were maintained
at follow-up. CBCL ratings were in the clinical range for the majority of participants at
pre-treatment as well. At post-treatment, average ECBI and CBCL ratings were in the
normative range across participants. These improvements in CBCL and ECBI ratings are
consistent with previous studies which suggest PCIT is effective in reducing parent
ratings of child disruptive behavior (Eyberg at al 2001; McNeil, Capage, Bahl, & Blanc,
1999; Nixon, Sweeney, Erickson, & Touyz, 2003). The results of the current study
suggest PCIT with the use of in-room coaching elicits similar improvements in ratings of
child disruptive behavior to that of standard PCIT.
Parenting Relationship
The purpose of the CDI phase of PCIT is to improve the parent-child relationship
and develop more positive interactions between parents and their children. Overall,
improvements were seen across PRQ measures including Attachment, Discipline
Practices, Parenting Confidence, and Relational Frustration. Ratings of attachment
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improved for slightly more than half of participants. For parent 4A, ratings of
Attachment actually declined further into the clinical range from pre-treatment to posttreatment. This mother had difficulty attaining CDI mastery criteria throughout the CDI
phase of treatment. In particular, she expressed difficulty with the use of labeled praise
which she attributed to her cultural background. She did well with increasing the number
of reflections she used, but also struggled with behavior descriptions. It is hypothesized
that parent 4A’s Asian American cultural background influenced the level of attachment
she felt toward her child throughout treatment.
Discipline Practices, Involvement, Parenting Confidence were rated in the
normative range at pre-treatment for the majority of participants. With regard to
Parenting Confidence, at post-treatment 4/7 participants increased into the clinical range.
At follow-up, however, 2/5 remained in the clinical range. Perhaps parents became
reliant on the coaching provided during sessions, causing parents to question their skills
in providing effective consequences. It would be interesting to determine whether similar
changes in parenting confidence occur with the use of standard PCIT. Previous research
has utilized the PRQ as an assessment of these relational characteristics.
PCIT targets improvements in relational functioning throughout treatment (e.g.,
reflections, labeled praise, compliance), thus the improvement in the above described
domains supports PCIT with the use of in-room coaching as a treatment that facilitates
relational improvements. The PRQ is a not a measure commonly used in PCIT studies.
The inclusion of this measure in PCIT research is important in several ways. PCIT is
intended to be therapy that modifies the interaction between a parent and a child.
Research has demonstrated that there are clear improvements in oppositional behavior
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and increases in positive talk as a result of the treatment. Research has not demonstrated
in the past, however, whether specific aspects of the parent-child relationship including
attachment, relational frustration, and parenting confidence are influenced by the
treatment. These data contribute to the PCIT literature by providing support of relational
improvement by a measure that directly measures those constructs.
Parenting Stress
PCIT with the use of in-room coaching yielded improvements in overall levels of
parenting stress. Total Stress, Parent Distress, and Parent-Child Dysfunctional
Interaction (P-CDI) were rated as being in the normative range for the majority of
participants at pre-treatment. Despite being in the normative range, improvements or
stability in Total Stress and Parent Distress were reported across participants who
returned follow-up measures. Overall with respect to P-CDI, there was variability in
reports of improvements in that domain across participants. Ratings of Difficult Child
were in the clinical range for half of participants, with only one participant remaining in
the clinical range at post-treatment and follow-up. These data demonstrate that PCIT
with the use of in-room coaching helped to stabilize or decrease the level of difficulty
children posed toward their caregivers.
Consistent with previous PCIT research, overall ratings of parenting stress
improved with PCIT utilizing in-room coaching. Even though participants began in the
normative range on several of the subscales, improvements in ratings were found. The
majority of previous research using the PSI as an evaluation of parenting stress utilizes
the full PSI as opposed to the PSI-SF. Although the PSI-SF was used in this study
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similar patterns in the improvement of parenting stress were observed. Data from this
study support the expanded use of PCIT with the use of in-room coaching and its ability
to yield improvements in ratings of parenting stress.
Direct Observation Measures
Parents evidenced an increase in skills throughout treatment according to DPICS
data. Improvement was seen for nearly all participants on behaviors assessed using the
DPICS from pre-treatment to post-treatment. Reflections were a skill that maintained
stability from mid-treatment through follow-up assessment. Verbal report of parents
indicated that through the use of reflections during CDI, an increase of verbal behavior
on the part of their children was observed. Thus, the use of reflections anecdotally
increased the verbal behavior of the child during their play interactions. An increase in
the use of labeled praises and behavior descriptions were also seen through CDI
practices.
Parent 4A expressed throughout the CDI phase of treatment that she was
uncomfortable with the use of CDI skills, as the skills were not ones commonly used in
her Asian-American culture. She expressed the most difficulty with the use of labeled
praises. Additional time was spent in session discussing the use of labeled praises,
providing additional examples and emphasizing the use of labeled praise through CDI
coaching sessions. Parent 4A’s use of labeled praise increased from 0 at pre-treatment, to
5 at pre-treatment, to 11 at post-treatment. This demonstrates that despite parent 4A’s
expressed discomfort with the use of labeled praise, she was able to increase her use of
labeled praise during her interactions with her child. She also had difficulty with the use
of behavior descriptions, but had less difficulty with reflections. This individual
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difference is important to consider in case conceptualization and treatment planning.
Adapting criteria to determine if a parent has learned skills in order to move on to other
phases of treatment may be necessary with diverse populations.
A large decrease in the use of questions during CDI was also seen across the
majority of participants. Through CDI coaching, parents were able to recognize their use
of questions and turn those questions into a behavior description or reflection to allow the
child to continue to lead the play interaction. These data demonstrate that participants
were able to utilize a more focused set of verbal skills through CDI and used fewer
statements that added little positive reinforcement to parent-child interactions. The use of
in-room coaching did not appear to impede on the speed with which parents were able to
acquire skills assessed using the DPICS. Parents were able to meet criteria within an
average number of sessions compared to standard PCIT across the majority of
participants. This demonstrates that the use of in-room coaching can be used without the
need to modify DPICS criteria.
In-Room Coaching
The purpose of the present study was to evaluate the efficacy of PCIT when
modified by utilizing strictly in-room coaching. Several factors were anecdotally noticed
to influence the use of in-room coaching. In-room coaching required the therapist to sit
directly behind the parent and provide verbal coaching and feedback at a lowered voice
volume. During multiple sessions, (especially during PDI), when the therapist was
coaching a parent to give a command the child followed the command of the parent prior
to the parent being able to fully articulate the command. This causes concern about child
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reactivity and that the child is following the command of the therapist and not of the
parent.
Masse and McNeil (2008) noted that child reactivity during PCIT is common
during initial sessions, but fades as sessions continue. This pattern of behavior was
noticed by therapists conducting the in-room coaching. At the outset of treatment, the
therapist informed the child that they would not be able to talk with the child during the
coaching portion of the session. If the child attempted to talk to the therapist, that
behavior was ignored. The use of strategic ignoring caused this behavior to decrease
quickly. Strategic ignoring was also used when parent attempted to ask questions and
engage in conversation with the therapist during coaching. The therapist responded to
this behavior by providing a brief reminder to the parent and then ignoring any further
extraneous conversation. The use of strategic ignoring caused this behavior to decrease
quickly in this situation as well.
Session-by-Session Analysis
The ECBI and DPICS observations were used as a standardized measure of parent
report of child disruptive behavior on a session-by-session basis. Overall, participants
showed a relatively steady decline in ECBI Intensity ratings through CDI, which
decreased even more dramatically after entering the PDI phase of treatment. This
decrease in EBCI ratings after the initiation of PDI is to be expected, as strategies to
target disruptive behavior are not taught until the PDI phase of treatment.
Participant 1 completed 8 CDI sessions and 12 PDI sessions. The parent of
participant 1 had a great deal of difficulty meeting DPICS criteria during both phases of
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treatment. Treatment was ended prior to meeting full PDI criteria due to a limit to the
number of sessions participant 1 could complete according to the HSIRB, which was 24
sessions (including assessment sessions). Participant 1 elected to continue receiving
services through the on campus psychology clinic following the termination of treatment
during the study. Because such a large number of sessions were necessary for this parent,
it must be considered whether the use of in-room coaching was influential in delayed
improvement for this family. The child complied with the majority of commands during
session, thus it could be that the parent did not get enough learning trials going through
the entire time out procedure to practice effectively at home when a time out was
required. The concern mentioned above regarding the child following through with the
therapist command before the parent could fully articulate the command is valid here.
The child, in some instances, was complying with the verbal prompt of the therapist in
giving the command rather than complying with the command from the parent. Perhaps
the use of coaching from behind the one-way mirror would have yielded quicker
treatment effects.
Parent 3A and parent 3B evidenced defensive responding on several subscales of
the PSI-SF. Parent 3A was noted be have responded defensively on the Parent Distress
subscale and the Parent-Child Dysfunctional Interaction subscale. Parent 3B responded
defensively on the Parent Distress subscale. It appears that these parents, especially
parent 3A, responded in a way that portrayed they were not overly distressed by the
child’s behavior and did not feel they had difficulty in every day interactions. This
family acquired skills during treatment rapidly, which means they were invested in
making changes to their behavior despite their defensive reporting.
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As referenced in previously, parent 4A was had significant difficulty becoming
proficient with CDI skills, especially providing labeled praises. Parent 4B became skilled
quickly with the use of CDI skills. Because of the mismatch in speed of CDI skill
acquisition, it was determined that even though parent 4A had not met full CDI criteria at
CDI 4, treatment would proceed to PDI. Overall, it appeared that the family wanted to
learn behavior management skills as opposed to learning skills to improve the parentchild relationship. Upon entering PDI the child of parent 4A and parent 4B was very
compliant with commands, despite efforts by the therapists to provide difficult commands
the child would refuse to comply with. Parent 4A and parent 4B were frustrated by this
and began to lose motivation to comply with treatment recommendations at this time.
Treatment was discontinued based on parent request along with ECBI Intensity ratings
which were in the normative range.
Differences in Parent Dyad Report
Overall for Parents 2A and 2B there was a large degree of agreement on ratings
provided according to the EBCI, CBCL, PRQ, and rates of compliance. On the PSI-SF,
parent 2A and parent 2B showed differing patterns in their perception of parenting stress.
Parent 2B reported PSI-SF scales to fall into the normative range aside from Parent
Distress. Parent 2A, on the other hand, endorsed ratings at post-treatment in the clinical
range on all PSI-SF scales. The differences in these ratings between parent 2A and
parent 2B could be due to the fact that parent 2A was the primary caregiver of the child
and the primary parent who was in charge of providing discipline for participant 2.
Additional differences were noted in the DPICS ratings of parent 2A and parent
2B. Parent 2A’s DPICS ratings showed a consistent increase in the number of positive
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behaviors CDI. Parent 2B on the other hand showed a fluctuating frequency of positive
behavior skills. The difference in rate of skill acquisition between these two parents
resulted in CDI teach sessions being extended for several sessions so that parent 2B
would attain skill mastery. Parent 2B never fully met CDI skills criteria, thus clinical
judgment was used to move participant 2 into PDI because the primary caregiver (parent
2A) had met CDI skills criteria for several sessions.
Overall for Parents 3A and 3B there was a large degree of agreement on ratings
provided according to the EBCI, CBCL, and PRQ. Parent 3A and parent 3B also had
similar patterns of responding according to the DPICS. PSI-SF ratings were in the nonclinical range for all scales at pre-treatment according to parent 3A and parent 3B. As
stated above, both Parents 3A and 3B fell into the defensive responding category on the
Parent Distress scale and the Parent-Child Dysfunctional Interaction scale as being in the
normative range, but defensive responding was also endorsed on this scale. This means
that parent 3A and 3B could have been responding in a manner as to minimize the
amount of distress they were experiencing.
The parents of participant 4 provided similar ratings on the CBCL, PSI-SF, and
ECBI Intensity scale. ECBI Problem rating reports did differ based on the parent for
participant 4. Parent 4A’s ECBI Problem rating was in the clinical range at pre-treatment
and remained in the clinical range through post-treatment. Alternatively, parent 4B’s
ECBI Problem rating was in the clinical range at pre-treatment and declined into the
normative range at post-treatment. The differences in perception of the degree to which
participant 4’s behavior was problematic for the family could have influenced the degree
to which parent 4A was able to notice improvements in behavior.
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Differences in ratings between parent 4A and parent 4B were also noted on the
PRQ. In terms of Attachment and Parenting Confidence, parent 4A made a pre-treatment
rating in the non-clinical range which decreased into the clinical range at post-treatment.
Conversely, parent 4B rated Attachment as in the clinical range at pre-treatment and
improving into the normative range at post-treatment. Relational Frustration also
increased into the clinical range at post-treatment for parent 4A, but was in the normative
range through the entirety of treatment for parent 4B.
In terms of progress as rated by DPICS, parent 4A did very well with the use of
reflections, but struggled with skill acquisition of behavior descriptions and labeled
praises. Overall parent 4A had a high level of difficulty meeting DPICS criteria for
positive behavior. Parent 4A also asked a high frequency of questions. In contrast,
parent 4B acquired the positive behavior CDI skills very quickly during CDI coach
sessions. As with parent 2A and parent 2B, because there was a difference in the rate of
positive behavior skill acquisition participant 4 was advanced into the PDI phase of
treatment before parent 4A fully met CDI skills criteria.
Internalizing Behavior
As noted above, in addition to change in externalizing behavior, several
participants showed decreases in internalizing behavior as well. Previous studies have
shown PCIT can lead to improvements in internalizing behaviors in addition to
externalizing behaviors. A study by McNeil, Capage, Bahl, and Blanc (1999)
demonstrated a significant decrease in CBCL internalizing scores for those in the PCIT
condition. Another study by Chase and Eyberg (2008) showed children with clinical
levels of internalizing behavior showed significant decreases in these symptoms along
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with a decrease in externalizing symptoms as measured by CBCL. The current study
supports this previous research by revealing a decrease in internalizing symptoms by
multiple parent reports. Data showed between a 1.9 and 0.7 standard deviation decreased
in CBCL Internalizing ratings for 5/7 (71%) parents. These data lend support to further
research in the utilization of PCIT as a way to target co-occurring externalizing and
internalizing problems.
Drop Outs
Three (3/10; 30%) parents enrolled in, but did not complete treatment. Several
differences were noted in the pre-treatment data of the drop out participants compared to
treatment completers. Drop out participants provided higher ratings on the CBCL
Externalizing scale compared to treatment completers. Upon examining parenting
relationship characteristics, higher ratings were reported on the PRQ relating to
Attachment, Discipline Practices, and Relational Frustration. Particularly for
Attachment, average ratings were in the normative range for drop outs, but in the clinical
range for treatment completers. Regarding parenting stress as measured by the PSI-SF at
pre-treatment, drop outs rated their Total Stress as being lower than those parents who
completed treatment. Drop out ratings of Parent-Child Dysfunctional Interaction and
Difficult Child were also lower than those of treatment completers. Alternatively,
average Parent Distress ratings were higher than those of treatment completers at pretreatment.
These differences between treatment drop outs and treatment completers yield
information regarding possible factors that influence treatment completion. Overall,
these parents reported being less stressed about the disruptive behavior concerns of their
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children compared to treatment completers. Despite being less stress these parents
reported significant level of frustration with the child’s behavior. It may be that the low
levels of stress they were experiencing regarding the behavior influenced their motivation
for treatment. It also appears that difference in ratings of relational qualities may have
influenced whether a participant chose to continue treatment. Interestingly, drop out
participants reported normative levels of Attachment, but rated their Involvement as
being lower than that of treatment completers. These parents had lower parenting
confidence and were less involved with their children according to the PRQ. This
combination of relational characteristics does not match with the treatment approach
undertaken with PCIT. PCIT requires a high level of involvement and consistent practice
of skills in order to experience positive treatment effects. It may be that once parents had
a greater understand of what the treatment required, they felt the treatment was not a
good match for their preferences.
Treatment Satisfaction
The TAI revealed moderately high levels of treatment satisfaction, remaining
relatively consistent throughout treatment. Previous studies have used the TAI as an
assessment tool to measure treatment satisfaction. A study by Brestan and colleagues
demonstrated that the TAI total scores were moderately correlated with change in
mothers' ratings of their child's behavior and in observational data of child behavior
change (Brestan Jacobs, Rayfield, and Eyberg 1999). Although correlational analyses
were not used in this study due to restricted sample size, visual inspection of the data and
examination of descriptive statistics supports these previous findings. CSQ ratings of
treatment satisfaction yielded results in the moderate to moderately high range as well.
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Studies including measures of treatment satisfaction with PCIT typically do not
assess treatment satisfaction on a session-by-session basis. Assessing treatment
satisfaction more frequently was important in the current study. A major initial concern
with conducting PCIT using in-room coaching was regarding whether parents would be
more uncomfortable with coaching in the room as opposed to from behind the one-way
mirror. Ratings were obtained regarding comfort level with the in-room coaching on a
session-by-session basis. An average, parents rated their comfort level with the use of inroom coaching as between moderately comfortable and very comfortable.
Overall, participants appeared to be satisfied with their experience undergoing
PCIT with the use of in-room coaching. These ratings of satisfaction are important to
consider when expanding the use of PCIT to clinics which would need to use in-room
coaching. Anecdotal reports from parents revealed that parents reported being
comfortable with the use of in-room coaching after experiencing coaching in that manner
for a brief period. This period of adjustment is likely similar to the adjustment parents
make to using coaching via the bug-in-the-ear during traditional PCIT.
SAI ratings of the helpfulness of the live coaching were between moderately
helpful to very helpful. Additionally, parents rated their confidence in their ability to use
skills focused on in session was between moderately and very confident. Therapist
effectiveness was also rated similarly as being between effective and very effective.
These components of treatment are similar across traditional PCIT and PCIT with the use
of in-room coaching, providing support for the overall structure and approach to
intervention utilized in PCIT.
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On an individual level, parent 4A and parent 4B reported lower levels of
satisfaction on a session-by-session basis than other participants. It is hypothesized that
frustration with skill acquisition and order of addressing treatment goals may have
influenced her rating of therapist effectiveness. These parents had low levels of
compliance in homework completion during CDI. Additionally, parent 4A and parent 4B
had much higher ratings on the EBCI Problem scale compared to the ECBI Intensity
scale which could be interpreted as a mismatch in behavioral expectations compared to
what is deemed to be clinically significant according to the measure. During PDI
coaching, it was very difficult to provide a command with which the child of parent 4A
and parent 4B would be noncompliant with during session. This caused additional initial
PDI coaching sessions to be had because the goal when teaching PDI is to go through the
time out procedure in clinic. This seemed to cause frustration on the part of the parents.
Parent 4A and parent 4B also had clinical levels of parenting confidence and involvement
at post-treatment. Lack of parenting confidence may influence the fidelity with which
interventions are implemented in the home.
Limitations
Several limitations should be considered in the current study, one of which is
related to the experimental design. Baseline assessments were conducted after a predetermined number of sessions which were randomly assigned. Because of this, stable
baseline ECBI Intensity ratings were not achieved across participants. Parent 1A and
parent 4A evidenced stable baselines, but parent 2A and parent 3A reported a declining
trend during baseline. Parent 3A actually declined into the non-clinical range during
baseline but rebounded into the clinical range when treatment was initiated. Another
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limitation was that baseline data were not collected for all participants. In families with
two parent homes, baseline data was only collected with one of the parent participants
(parent 2A, parent 2B, parent 3B). Because a stable baseline was not achieved across
participants, clear change in disruptive behavior according to the treatment cannot be
definitively made.
Regarding observational baseline data, baseline DPICS data are only available
from the pre-treatment assessment, thus stability in observational reporting of DPICS
skills was not obtained in the current study. One final limitation of the design
methodology is that the small sample size utilized. The small sample size limits the
statistical methodologies that could be utilized to determine if significant differences
were seen from pre-treatment to post-treatment and follow-up. Nonparametric statistics
were used, but a larger sample would allow for a larger variety of options in statistical
analyses.
Another limitation of this study was the high SES of the majority of participants.
participant 2 and participant 3 were raised in a family making between $50,000-$74,999
per year. Participant 4 was raised in a family making from between $75,000-$100,000
per year. This high SES is not representative of the typical population. High income
levels may have contributed to different levels of stress and resources available to these
families dealing with high levels of noncompliant behavior.
Because in-room coaching was utilized in the current study, modifications were
made to the standard PCIT treatment protocol. No previously published research detailed
a protocol for conducting coaching in the therapy room rather than from behind a one-
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way mirror. Therapists were trained before the onset of treatment in how to conduct inroom coaching, but no data were gathered regarding the consistency of how the in-room
coaching was conducted on a session-by-session or therapist-by-therapist basis. A
change in lead therapist for 5/7 participants occurred prior to the end of treatment due to
relocation of the lead therapist. Participant 2 was nearing the end of treatment at the time
of the transition and participant 1 was well into the PDI phase of treatment. Participant 4
nearing the end of CDI at the time of the lead therapist transition. If the transition in lead
therapist had not occurred, it is possible that treatment progress may have been made
more quickly for certain families, especially parent 4A and parent 4B. For parent 4A and
parent 4B after the therapist transition took place there was an increase in sessions
cancellations made as well as increased difficulty in getting in contact with the parents.
Another limitation is related to the low n in the current study. Because of the low
n, there was a restricted range on some of the parent report measures of disruptive
behavior, stress, and parenting relationship. Clinically significant impairment was not
reported on all measures, causing difficulties in determining if clinically significant
differences were made based on the intervention. At the group level, participants did not
report behavior in the clinical range on any of the PRQ subscales aside from Attachment.
On the PSI-SF, the Difficult Child scale was in the clinical range on average for
participants, but other subscales were in the normative range. Average CBCL data were
also in the clinical range, but not to a great extent.
Limited follow-up data were also obtained, with only 3/7 participants returning
complete follow-up data. Parent 3A and parent 3B were mailed paper-and-pencil
assessment measures, but did not return to clinic to participate in a follow-up DPICS
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observation. Parent 4A completed all post-treatment assessments, but did not return to
clinic to complete follow-up assessments. Parent 4B completed post-treatment
assessments via mail, thus did not complete a post-treatment DPICS observation.
Future Directions
A significant number of studies have been conducted on the use of traditional
PCIT in a controlled clinic setting using bug-in-the-ear technology and a one-way mirror.
Studies of PCIT have not to the author’s knowledge, investigated the use of in-room
coaching as an alternative within a clinic setting. In order to test the efficaciousness of
this treatment modification further, future studies should increase the number of
participants who undergo PCIT modified by the use of in-room coaching. Larger sample
size studies would provide a larger data set which would lend itself to conducting group
statistical analyses. Studies comparing in-room coaching to a control group using
standard PCIT as a comparison with a larger sample size would also lend further support
for the use of in-room coaching. Based on the current study, it is hypothesized that upon
comparing PCIT using in-room coaching and a control group using standard PCIT would
be equally effective. Future studies could also use in-room coaching in less controlled
settings such as in a community mental health clinic or behavioral pediatric practices.
Additional studies could also delve deeper into DPICS data gathered from the use
of in-room coaching to determine if changes in therapist coaching behavior occur based
on in-room coaching. It would also be interesting to determine if there are any
differences in child response time to parent commands when a bug-in-the-ear is being
used compared to in-room coaching. It was anecdotally observed that children of the
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participants responded to the therapist stating a command rather than waiting for the
parent to give the command during coaching.
Conclusion
The current study provides initial empirical support for the use of in-room
coaching with PCIT. Decreases in parent report of child disruptive behavior and
parenting stress were seen across treatment. These gains were maintained at follow-up.
Improvements in parenting relationship were not as clear cut, as many parents rated
aspects of the parenting relationship to be in the normative range prior to the onset of
treatment. High rates of compliance were obtained following the initiation of the PDI
phase of treatment. Based on the findings from this preliminary study, PCIT with the use
of in-room coaching is an effective treatment modification for decreasing disruptive
behavior among children ages 3 to 7. PCIT with the use of in-room coaching is a cost
effective way to be able to provide an efficacious treatment to children who display
disruptive behavior problems. The use of in-room coaching is a way that costs can be
circumvented for clinics that do not have the resources or access to a one-way mirror or
bug in the ear technology. Studies supporting the efficaciousness of PCIT with the use of
in-room coaching also allow for PCIT to be disseminated on a larger scale to clinicians
who do not have the facilities with technological requirements of traditional PCIT.
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Client Satisfaction Questionnaire
Please help us evaluate our program by answering some questions about the services you
have received. We are interested in your honest opinions, whether they are positive or
negative. Please answer all of the questions. We also welcome your comments and
suggestions. Thank you very much; we really appreciate your help.
1. How would you rate the quality of the services you have received?
1=Poor
2=Fair
3=Good
4=Excellent
2. Did you get the kind of service you wanted?
1=Poor
2=Fair
3=Good
4=Excellent
3. To what extent has our program met your needs?
1=Poor
2=Fair
3=Good
4=Excellent
4. If a friend were in need of similar help, would you recommend our program to him or
her?
1=Poor
2=Fair
3=Good
4=Excellent
5. How satisfied are you with the amount of help you have received?
1=Poor
2=Fair
3=Good
4=Excellent
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Client Satisfaction Questionnaire – Continued
6. Have the services you received helped you to deal more effectively with
problems/difficulties?
1=Poor
2=Fair
3=Good
4=Excellent
7. In an overall general sense, how satisfied are you with the services you have
received?
1=Poor
2=Fair
3=Good
4=Excellent
8. If you were to seek help again, would you come back to our program?
1=Poor
2=Fair
3=Good
4=Excellent
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Therapy Attitude Inventory
(Please circle the response for each question which best expresses how you honestly feel.)
I. Regarding techniques of disciplining, I feel I have learned
1. Nothing

2.

Very
Little

3.

A Few
4. Several
New
New
Techniques
Techniques

5.

Very Many
Useful
Techniques

II. Regarding techniques for teaching my child new skills, I feel I have learned
1. Nothing

2.

Very
Little

3.

A Few
4. Several
New
New
Techniques
Techniques

5.

Very Many
Useful
Techniques

III. Regarding the relationship between myself and my child, I feel we get along
1. Much Worse
Than Before

2.

Somewhat
More Than
Before

3.

The
Same As
Before

4. Somewhat
Better Than
Before

5. Very Much
Better Than
Before

IV. Regarding my confidence in my ability to discipline my child, I feel
1. Much Less
Confident

2. Somewhat
Less
Confident

3.

The
Same

4. Somewhat
More
Confident

5. Much More
Confident

V. The major behavior problems that my child presented at home before the program started are
at this time
1. Considerably
Worse

2. Somewhat
Worse

3.

The
Same

4. Somewhat
Improved

5. Greatly
Improved

VI. I feel that my child’s compliance to my commands or requests is at this time
1. Considerably
Worse

2. Somewhat
Worse

3.

The
Same

4. Somewhat
Improved

5. Greatly
Improved

VII. Regarding the progress my child has made in his/her general behavior, I am
1. Very
Dissatisfied

2. Somewhat
Dissatisfied

3.

Neutral

4. Somewhat
Satisfied

5. Very
Satisfied
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Therapy Attitude Inventory - Continued
VIII. To what degree has the treatment program helped with other general personal or family
problems not directly related to your child in the program
1. Hindered
Much More
Than Helped

2. Hindered
Slightly

3.

Neither
Helped
Nor
Hindered

4. Helped
Somewhat

5. Helped
Very Much

IX. I feel the type of program that was used to help me improve the behaviors of my child was
1. Very Poor

2. Poor

3.

Adequate 4. Good

5. Very Good

X. My general feeling about the program I participate in, is
1. I Disliked It
Very Much

2. I Disliked It
Somewhat

3.

I Feel
Neutral

4. I Liked It
Somewhat

5. I Liked It
Very Much

XI. My overall level of comfort regarding the in-room coaching was
1. I Was Very
2. I Was
3.
Uncomfortable
Somewhat
Uncomfortable

I Feel
Neutral

4. I Was
5. I Was Very
Somewhat
Comfortable
Comfortable
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Session Attitude Inventory
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Session Attitude Inventory
I.

How helpful was the live coaching that took place during session?

1.

Not At All
Helpful

II.

My comfort level with the in-room coaching today was

1
.

Very
Uncomfortable

2.

2.

Very Little
Help

A Little
Uncomfortable

3.

3.

Somewhat
helpful

Some
what
helpful

4.

4.

Moderately
Helpful

Moderately
Comfortable

5.

5.

Very
Helpful

Very
Comfortable

III. In this session, I feel I have learned
1.

No New
Techniques

2.

Very Few
Techniques

3.

A Few New
Techniques

4.

Several New
Techniques

5.

Many
Useful
Techniques

IV. Regarding my confidence in my ability to use the skills we focused on in session today, I feel
1.

V.
1.

Not At All
Confident

2.

Very Little
Confidence

3.

Some
Confidence

4.

Moderately
Confident

5.

Very
Confident

4.

Effective

5.

Very
Effective

How effective was your therapist during today’s session?
Not Effective
At All

2.

Very Little
Effectiveness

3.

Somewhat
Effective
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